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PRESIDENTIAL MESSAGE 

Increased interest of osteopathic physicians seek- 
ing advancement in the art and practice of obstetrics 
and gynecology manifested itself during the last year 
by larger membership in the American College of 
Osteopathic Obstetricians and Gynecologists. [duca- 
tional opportunities must be considered responsible 
for the number of applications the College is enter- 
taining. 

These opportunities were two-fold this last year. 
First, membership in the American Committee on Ma- 
ternal Welfare made it possible for many osteopathic 
obstetricians and gynecologists to attend the Fifth 
American Congress on Obstetrics and Gynecology in 
the Spring of 1952. Second, the annual meeting of the 
College was extended to a 4-day session where instruc- 
tion was at a high level. 

The enthusiasm of the new members must not be 
discounted when assessing the gains made by the Col- 
lege. The enthusiasm of their participation seems to be 
contagious, and older members demonstrate renewed 
interest in professional undertakings. The goal desired, 
advancement of the osteopathic profession as a whole, 
cannot but be furthered by the achievements of our 
College. 

A. J. Strut, D.O., F.A.C.0.0.G. 


President, American College of Osteopathic 
Obstetricians and Gynecologists 





CONVENTION REPORT 1953 

The fourth annual independent meeting of the 
American College of Osteopathic Obstetricians and 
Gynecologists convened at the Hotel Adolphus in Dal- 
las, Texas, on February 2, 1953. This meeting, the 
twentieth annual meeting since the founding of the 
College in 1934, was a 4-day conference. The Board of 
Trustees of the College met January 31 and February 
1, and the organizational meeting of the new officers 
and Board was held February 6. 

The registration, 212, was the largest to date. 
There were 121 osteopathic physicians registered, in- 
cluding members, nonmembers, and interns. Forty- 
four registered women guests and 11 guest speakers 
and American Osteopathic Association officials at- 
tended. The number of exhibitors exceeded that of 
other years and totaled 36. 

The professional sessions of the convention were 
very well attended. All papers were well received and 
much discussion followed. The addresses by the Presi- 
dent of the American Osteopathic Association, Donald 
V. Hampton, and of the Executive Secretary, Russell 
C. McCaughan, aroused enthusiasm. 

The paper of Dr. W. A. Jenkins discussing prac- 
tice in the isolated areas of New Mexico was outstand- 
ing. The evening meeting of the obstetric forum with 
a panel of discussants was more appreciated than had 
been anticipated. 

A highlight.of the meeting was the installation of 
Dr. A. J. Still as president of the College. Dr. Still is 
a descendent of the founder of osteopathy, Andrew 
Taylor Still. Another highlight was the formation of 
an Auxiliary to the American College of Osteopathic 
Obstetricians and Gynecologists by the doctors’ wives 
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in attendance. The officers of the Auxiliary are the 
president, Mrs. Jerry O. Carr, the secretary-treasurer, 
Mrs. Wilbur Baldwin, and the Parliamentarian, Mrs. 
J. C. Calabria. 

A new Committee for Co-ordination of Depart- 
ments of Obstetrics and Gynecology was formed dur- 
ing the meeting and much interest was centered around 
their luncheon meeting. 

The Fellowship Breakfast, an annual affair, was 
attended by all Fellows of the College. Those newly 
elected were welcomed there. 

One doctor was elected to associate membership 
and 10 to junior membership. Seven were elevated to 
senior membership, and 2 were elected to receive the 
degree of Fellow. 

There were two social evenings. At the formal 
meeting on February 4, the newly elected members and 
elevated members of the College were introduced and 
the newly elected officers and special awards were made 
known preceding the annual banquet. The final event 
of the conference was a “fun night.” The meeting 
recessed on February 5. 

ArTHuR A. Sper, D.O. 
Secretary-Treasurer 





THE 1954 MEETING 


The twenty-first annual convention of the Ameri- 
can College of Osteopathic Obstetricians and Gyne- 
cologists will be held in the Hotel Statler in Los 
Angeles, February 16-19, 1954. Elaborate plans are 
being made by the local convention committee as well 


as by the officers and Board of Trustees of the College. 
This Convention is expected to be one of the largest in 
the history of the College. 

The Statler is the largest and most modern hotel 
that has been built within the last 20 years. The man- 
agement is cooperating to the fullest extent to make 
our stay one of convenience and pleasure. 

There will be a luncheon for the hospital heads of 
the departments of obstetrics and gynecology, as well 
as luncheons for other groups. On February 18 at the 
college banquet the newly elected officers of the college 
will be presented, newly elected members receive their 
certificates, and other honors that may be bestowed 
upon college members will be presented. On February 
19 there will be a “fun night” with dinner and dancing 
for all convention attendants. 

The auxiliary to the College has planned lunch- 
eons, tours, and other entertainment that will be of 
interest to the wives of attending physicians. 

Richard E. Eby, second vice-president of the 
College and program chairman, has planned an ex- 
ceptionally fine program. The speakers will be promi- 
nent osteopathic obstetricians and gynecologists from 
throughout the country, and clinical sessions will be 
held at the various hospitals in the Los Angeles area. 

Every effort is being made to make this conven- 
tion a most successful one, and I am sure that each 
individual who attends will be more than amply repaid 
in the knowledge he acquires as well as the pleasure 
and relaxation afforded. 

Jerry O. Carr, D.O. 


First Vice President 












INTRODUCTION 


Version in difficult deliveries is referred to even 
in ancient documents, for Hippocrates wrote of bring- 
ing the head down and Celsus advised seizing the 
feet in delivery of a dead fetus if the head was out 
of reach. Aetius and Paul of Aegina recommended 
use of this procedure in delivering a living child. 
Churchill’s interesting history of the use of version 
and extraction, written in 1839, can be only briefly 
reviewed here. Franco (circa 1500) and Paré (1509- 
1590) mentioned this procedure as a usual one, but 
gave few details of the operation. Raynalde’s “Byrthe 
of Mankynde,” the first midwifery book printed in 
English (1540), was a translation of Rosslin’s “Rosz- 
garten,” published in 1513, which revived podalic 
version as described by Soranus.? Guillemeau’s book 
(1594), translated into English in 1635, discussed 
Raynalde’s procedure of extracting by the feet when 
they are near the os uteri, but emphasized the need 
for seeing both feet, “for it were enough to teare the 
child asunder, and so kill both him and his mother, 
to draw him forth by one foot.” In cases of “belly 
and breast” presentation’ he states, “But if the head 
cannot be easily brought downwards, or that the belly 
and top of the thigh be nearer unto the passage, then 
the chirurgion shall put his right hand along the 
child’s thigh, to finde one of his feet, which being 
found he shall cast about it a riband with a sliding 
knot, and then shall he seek for the other and bring 
them both gently to the passage, and so draw him 
forth by the feet.’ 


Churchill’s interesting early work mentions a suc- 
cession of writers who have dealt with the problem 
of version. John Pechey in “A Compleat Midwife’s 
Practice,” 1698, referred to version in footling cases 
and arm presentations and the use of both external 
and internal manipulations. Deventer in 1716 wrote 
of turning by the foot as an accepted practice and 
adds that in arm presentation it is not always necessary 
to return the arm. Dionis in his “A General Treatise 
on Midwifery,” translated in 1719, advises midwives 
in cases of “cross birth” not to attempt to fetch the 
child by the head, but to turn the child and fetch it 
by the feet. Edward Chapman, in the second edition 
of his book in 1735, also advocated delivery by the 
feet especially when the child’s face is turned towards 
the os pubis. M. W. Giffard in 1734 described turning 
and footling delivery in cord, arm, and placenta pres- 
entations, in delivery of the second twin, and in 
convulsions. Ould in 1742 advised turning in delivery 
of the second twin, in deformed pelvis, and in arm 
presentation. Exton (1751), Pugh (1754), Cooper 
(1766), Burton (1769), Memis (1765), and Foster 
(1781) are among the many writers who advised 
turning in abnormal presentations. 


Churchill’ lists many writers on midwifery up 
to 1835 who have described both cephalic and podalic 
version, though cephalic rarely seems advocated. Most 
of these books were translated into English if they 
were not originally of that language. Churchill also 
mentions many writers of France and Germany, in- 
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cluding Viardel (1674), St. Germain (1650), Fournier 
(1676), Portal (1685), De la Motte (1726), Ruetf 
(1600), Chernel (1756), and many other well-known 
authors. He found among English writers 135 in- 
stances of version in 36,569 deliveries or 1 in 267.5; 
among the French, 514 in 50,024 deliveries or 1 
97.25, and among the Germans 347 cases of version 
in 21,415 deliveries or 1 in 61.5, or an average 0! 
1 in 112. Many of these writers failed to give th 
mortality rate, but he found that in 148 cases wher 
maternal results were mentioned 11 mothers died, o 
more than 1 in 13; in 518 cases 174 babies died or 
more than 1 in three. Churchill then gives a detailed 
description of the use of external and internal cephalic 
and podalic version, which sounds much like a mod- 
ern textbook, though written over a century ago. He 
concludes by warning that after such delivery th: 
mother should have absolute quiet and rest, adding, 
“If the infant be alive, the mother should not be 
teased with it for some hours.” 

Version, either before term or at the time of 
delivery, is used to provide a more favorable presenta 
tions sometimes it is followed by spontaneous delivery, 
but in many cases a partial or complete extraction is 
required. External version, accomplished by manipula- 
tions outside the maternal abdomen, is sometimes 
sufficient. Some advocate that it be performed in the 
thirtieth to thirty-eighth week; I prefer the thirty 
sixth to fortieth week. If the infant relapses to its 
early position, the version may be repeated. 

Not infrequently a combined external and internal 
version is desirable. With the outside hand manipulat 
ing the infant’s body, one or more fingers of the 
other hand are inserted through the cervix and the 
body is turned from its position so that the feet and 
buttocks present (podalic version). Podalic version, 
formerly practiced routinely by Irving W. Potter® and 
his disciples, whatever the position of the child, ; 
now used only in specific cases. External version has 
proved harmless, and I have used it successfull) 
many times. 

Total extraction is not always required, nor is it 
always preceded by version. A careful assist is ofte: 
sufficient. Extraction, total or partial, is indicated 
where there is an insufficiency in the power of labo: 
that is, weakness of labor pains, hyperactivity of th 
uterus, oversize or malposition of the fetus, or uterin: 
inertia. Complications arising in an otherwise norma! 
labor may require immediate delivery, for example 
heart or pulmonary disorders, hemorrhage in th 
mother, or asphyxia of the child. 

For a successful extraction there must be ni 
insuperable cephalopelvic disproportion, the cervix 
must be completely effaced and dilated, the membranes 
ruptured, and the child living. For forceps extraction 
the head should be completely engaged in the pelvis. 

The types of presentation that may require ver- 
sion are face, brow, shoulder, transverse, and breech. 
Breech presentation, next to vertex, occurs most 
frequently. 


External cephalic version is used in breech, 


_ transverse, or oblique presentations. In breech presen- 
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tation it is performed by using the lower hand to 
dislodge the buttocks from the pelvic brim while the 
upper hand gently draws the head downward until 
the body lies transversely ; this maneuver is continued 
until the head is over the pelvic brim. Under favor- 
able conditions the cephalic presentation thus attained 
will be maintained if labor comes shortly afterward 
or if labor has already begun, but in some instances, 
even with the use of abdominal binders, the fetal body 
may revert to its former presentation. 

Podalic version and extraction make up one of 
the most delicate of obstetric operations and require 
judgment and skill. Anyone can go in and turn the 
baby, but without the necessary skill will deliver a 
dead baby or cause the mother to die from trauma, 
a ruptured uterus, or other complications. 


VERSION IN BREECH PRESENTATION 


In breech presentations I prefer to do a partial 
extraction, that is, an assisted breech delivery. Some 
infants with breech presentation will be delivered 
spontaneously, or with slight assistance, but when 
delivery proves difficult, there may be lacerations of 
the maternal perineum and possible injury or death 
of the child. If the head is overly large or the ma- 
ternal pelvis contracted, breech delivery is considerably 
more perilous than vertex delivery because the after- 
coming head may be arrested at the pelvic brim or 
be too long delayed in passing through the pelvic 
canal. Since the head is the largest and firmest part 
of the infant’s body, serious perineal tearing or other 
injury may occur, particularly if the delivery is too 
rapid. 

When external palpation indicates there is a 
breech presentation, the position of the head and its 
proportionate size may be determined radiologically. 
Obstetricians of long experience can usually determine 
the position of the head by outlining the fetal body 
on the abdomen. During labor, rectal or vaginal ex- 
amination will reveal the presenting part. 

In frank breech the buttocks are presented with 
the legs extended over the trunk and face of the child; 
in complete bre the thighs are flexed over the 
abdomen and the legs flexed over the thighs. In the 
latter case delivery is easier since the feet can be 
easily reached and brought down. In footling breech 
one foot or both feet may present earlier than the 
buttocks, or one leg may be flexed on the thigh with 
the knee presenting. The position of the breech is 
indicated as R.S.A., L.S.A., R.S.P., or L.S.P., ac- 
cording to the relation of the infant’s sacrum to the 
right or left, anterior or posterior segments of the 
maternal pelvis. 

Some obstetricians favor external rotation of the 
fetus before term in breech presentation. Grimes and 
his coworkers‘ think that breech presentation in the 
nullipara should be ignored until 71%4 months and until 
8 months in the multipara, since version before that 
time may be succeeded by reversion to the first posi- 
tion. After 8 months, version is more difficult. Ward 
and Sellers® attempted external version at 32 and 
36 weeks with success in 25 per cent of cases. Even 
if spontaneous version occurs, the fetus may revert 
to its former breech presentation. Grimes notes that 
in 778 spontaneous versions, reversion occurred in 
9.6 per cent. 

Whereas some favor attempt at external version 
in all breech cases, others think it should never be 
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done. Some recommend external version in complete 
or flexed version, but never in frank breech. In frank 
breech the extended legs may act as splints and may 
make delivery difficult. Grimes* feels that since he 
found no recognizable harm done in 1,161 attempted 
external versions, successful and unsuccessful, there 
should be no objection to attempting this procedure. 
The maneuver should not be hurried and support must 
be given the breech so that it does not slip back. The 
patient should be given short rest periods, at which 
time, as Grimes notes, the baby may kick against the 
supporting hand and complete the turn. An anesthetic 
should not be given as it may permit the use of too 
much force. It is wise, if the first attempt is unsuc- 
cessful, to wait a week and then try again. If the 
external version succeeds, following a short rest an 
attempt is made to settle the fetal head into the pelvic 
inlet and fix it manually by fundal or suprapubic 
pressure. Done during the late weeks of pregnancy 
[ believe that external version is harmless. However, 
I do not attempt version in a normal breech if labor 
has become active. 

Breech extraction is done only after the patient 
has shown no progress in 1 to 1% hours. Assistance 
is not indicated in the first stage of labor. Care must 
be taken not to rupture the amniotic sac at this time 
as the umbilical cord might then prolapse into the 
vagina and be compressed. 

It is not unusual in a multiple pregnancy for one 
twin to be delivered normally and the other by ex- 
traction because of fetal distress. This occurred in 
the following case: 

A multipara, aged 28, who said she had difficulty 
in delivering her first child, was in good condition 
when seen on November 21, at which time I diagnosed 
a multiple pregnancy. The patient went into labor 
on December 28. The first twin was in breech presen- 
tation and the second in cephalic R.O.P. The mem- 
branes ruptured shortly before the end of the first 
stage. The first infant was delivered easily by assisted 
breech extraction. The second child showed distress, 
and a podalic version and total extraction were per- 
formed, with forceps to the aftercoming head. The 
mother received intravenous Pitocin and Demerol dur- 
ing the first stage, chloroform at the second. Both 
babies cried on delivery. They were girls and weighed 
5 pounds, 8 ounces, and 5 pounds respectively. The 
mother suffered no hemorrhages or lacerations. Mother 
and babies remained in excellent condition. 

The consensus is that the infant in breech presen- 
tation should be born to the umbilicus before manual 
extraction is begun. Titus® favors interference at the 
end of the first stage since awaiting a spontaneous 
delivery is fraught with possible complications and 
dystocia. Except in total extraction I do not favor 
deep anesthesia, for the baby may die after prolonged 
anesthesia. Moreover, the mother can assist if she 

feels slight contractions. Formerly I attempted to 
change breech presentations to cephalic by external 
version, but now I prefer breech delivery once labor 
has begun. I usually wait until about 2 weeks before 
term before I attempt to correct a malpresentation 
by external version, for many times spontaneous cor- 
rection of the position occurs. I never break up a 
breech or decompose it unless I have good cause. I 
think the less manipulation one does the less chance 
there is of morbidity or mortality. If the maternal 
pelvis is adequate and the fetus alive and in no dis- 
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tress, I have no fear in doing a breech delivery. When 
the breech is low enough to enable me to place one 
finger in the groin I begin the assisted extraction. 
After the buttocks have been delivered I try to bring 
down the anterior foot. If the posterior is brought 
down first it causes the anterior to impinge on the 
symphysis. With gentle maneuvering and without 
hurry I extract the baby normally or assist the mother 
during each contraction until the shoulders are 
delivered. 


Care must always be taken that the cervix is 
completely dilated. In premature cases the head is 
disproportionally large and sedation may be dangerous 
to the baby, but Ward and Sellers® advise saddle block 
anesthesia to increase relaxation of the cervix and 
reduce the force of labor. When insufficient progress 
is made they suggest “breaking up” by Pinard’s 
maneuver and bringing down one or both feet. They 
have used this method in about 20 per cent of their 
own cases. 


The aftercoming head may be delivered by 
Mauriceau’s maneuver or, to avoid traction, by manual 
pressure exerted above the symphysis, in order to 
maintain flexion of the head. Thus, the baby’s body 
lies astride the obstetrician’s arm, the palm of which 
is beneath the infant’s chest and the index finger 
inserted into its mouth. This maneuver requires down- 
ward and outward, then upward, traction by two 
fingers which are hooked over the shoulders of the 
baby, but Titus® considers it a better method to use 
this hand for extrusion of the head by pressing over 
the fundus just above the symphysis pubis, with the 
hand supporting and lifting the child slowly upward 
as the chin, face, and forehead emerge over the per- 
ineum (Celsus-Wigand-Martin maneuver). A method 
sometimes found preferable is to have an assistant 
exert pressure over the fundus. Forceful traction, 
however, may result in stretching of the neck and 
injury of the brachial plexus and resulting paralysis, 
or it may produce herniation of the medulla through 
the foramen magnum. I routinely apply forceps to 
the aftercoming head. Too rapid delivery of the head 
may cause deep lacerations. 

In multiple pregnancy not infrequently both twins 
will be found in malposition. A multipara, aged 21, 
had been successfully treated for syphilis 2 years 
earlier. Two hearts could be heard on auscultation and 
two fetuses were outlined. The first twin lay in breech 
presentation and the second was transverse. Demerol 
was administered in the first stage which lasted 5 
hours. Chloroform was given near the end of the 
second stage which lasted 40 minutes. Uterine inertia 
developed, probably due to the anesthetic. The first 
baby was delivered by assisted breech extraction with 
forceps to the head. I ruptured the membranes and 
delivered the second by podalic version and extraction, 
with forceps to. the aftercoming head. The infants 
were girls, weighing 4 lbs., 8 oz., and 4 Ibs. respec- 
tively. No complications occurred, and there were no 
lacerations. Prophylactic penicillin and vitamin K 
were administered to the mother, and each baby re- 


ceived vitamin K. All were in excellent condition. 
Being premature, the babies were placed in an 
incubator. 


VERSION IN TRANSVERSE PRESENTATION 
When transverse presentation occurs the long 
axis of the fetus crosses the long axis of the mother 
and usually the head is the lower pole, although in 
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occasional cases the breech is nearer the inlet. Usually 
the shoulder presents. I find that this abnormal pres- 
entation occurs more often in multigravidas than in 
primigravidas and more often in premature labor than 
at term. The condition can be due to any of a number 
of causes,. the most usual being multiparity, prematur- 
ity (infants weighing less than 2,500 grams), excessive 
weight (infants weighing more than 4,000 grams), 
malposition of the uterus, myoma uteri, and pelvic 
contraction. 


The common position is L.O.A. with the chin 
resting on the sternum, arms crossed over the chest 
and legs crossed over the abdomen during the first 
stage of labor. Prolapse of one lower arm is quite 
common, and prolapse of the cord not infrequent. 
The body may rotate so that the shoulder is lying deep 
in the pelvis while the abdomen points upward with 
the legs turned forward. Spontaneous delivery may 
occur. The baby is usually dead in these cases, and 
maternal death may follow. However, spontaneous 
rectification may occur before labor begins, even in 
multigravidas. 


Cole and Delaney’ believe that in at least half 
the cases of transverse presentation the fetus rotates 
spontaneously during the first stage of labor so that 
the vertex or breech presents. 


Although spontaneous version may take place 
either during the first stage of labor or at the begin- 
ning of the second, it should not be hopefully awaited. 
As Greenhill? points out, the membranes may take 
the full force of the uterine contractions, the amniotic 
sac rupture, and the fluid escape. I have had four 
such cases. This is serious, particularly when the 
cervix has not dilated, for then there is a chance that 
the child may adhere to the uterine walls. In some 
instances the body of the infant is folded like the 
letter V, no arm prolapsed, but with the shoulder and 
back advanced while the head is pressed deep into 
the chest and abdomen (Roederer’s position). In an- 
other mechanism ( Douglas’ position) there is prolapse 
of an arm, the head becomes arrested above the inlet, 
rotating to the pubis, while the neck is applied to the 
brim. The chest, abdomen, and breech come down 
against the shoulder, the legs prolapse, then the second 
arm and finally the head are delivered. A_ third 
mechanism and the least frequent (Denman’s posi- 
tion) causes the head to rotate behind and, as the 
breech descends, the shoulder rises in the pelvis; 
finally, the breech descends and emerges. Any of these 
mechanisms may occur naturally if the pelvis is large, 
pains are strong, and there is a small, soft, molding 
fetus. No child at term survives such delivery, be- 
cause of compression of the chest and head, inter- 
rupted placental circulation, or displacement of the 
placenta. 

Roentgenologic studies are usually recommended 
in all cases of suspected transverse presentation, but 
I do not find them necessary. Should uterine contrac- 
tion be present and transverse presentation persist, 
Eastman® recommends cesarean section in all cases; 
he also recommends it where the membranes have 
ruptured. If the pelvis is not contracted, the mem- 
branes unruptured, the child mobile, and the labor 
pains weak, external version can be attempted. The 
child should be brought to a longitudinal position with 
the head urged into the pelvic brim by gently manipu- 
lating the head over the inlet and pushing the breech 
up into the fundus. The head should be held in the 
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pelvic brim by an assistant during the next five or 
six pains. When external version is unsuccessful | 
do a podalic version and extraction. If external ver 
sion is successful, extraction is not indicated unless 
the condition of the mother or child demands imme- 
diate delivery. 

The seriousness of a neglected transverse presen- 
tation is shown in the following case history: 

A primipara, aged 25, seen on October 30 and 
evidently in the sixth month of pregnancy, was told 
to return in 2 weeks but failed‘to come. When labor 
commenced on January 20 at 11:00 p.m., the patient’s 
family called a midwife, who failed to deliver the 
child. I was called at 2:45 a.m. on January 22. Exami- 
nation revealed a neglected transverse presentation. 
The membranes had ruptured. I administered a deep 
ether anesthetic, performed a median episiotomy, and 
at 3:45 a.m. delivered by podalic version and extrac- 
tion with forceps to the head, a dead female infant 
weighing 5 pounds, 8 ounces. I repaired the episiotomy. 
The mother’s condition was good, without hemorrhage 
or lacerations. Evidently the baby had been alive at 
the beginning of the first stage of labor, for the mother 
reported fetal movements. It is my opinion that if 
I had been called at the beginning of labor I would 
have delivered a living child. 


VERSION IN FACE AND BROW PRESENTATION 


In face presentation the head is extended so that 
the occiput is in contact with the back and the face 
is looking downward. Vaginal or rectal examination 
will reveal the presence of the face, and distinction 
of the nose, mouth, malar bones, and orbital ridges 
may be made. 


Unless the face can be rotated so as to bring 
the chin under the symphysis pubis, natural delivery 
is-not possible. The head cannot be born unless the 
shoulders can enter the pelvis at the same time, but 
this is impossible unless the fetus is premature or 
macerated. In the anterior type, delivery is usually 


spontaneous and even in cases where the chin is 
obliquely posterior, anterior rotation frequently occurs, 
but may be late in labor. Because of the serious prog- 
nosis when the chin does not rotate, attempt should 
be made to obtain vertex presentation. Eastman’ finds 
this is not difficult if there is no cephalopelvic dis- 
proportion. It is accomplished by pushing up the chin 
or by producing traction upon the occiput and thus 
bringing about flexion of the head. However, I find 
it very difficult in home deliveries. 

In chin presentation x-ray pelvimetry may be 
used to determine the presence of pelvic contraction. 
If contraction is disproportionate, I advise cesarean 
section in all cases where the risk is great. Treatment 
is not required if the pelvis is normal and the chin 
is anterior, except that easy low forceps may be 
needed. But if the pelvis is normal and the chin 
posterior, spontaneous rotation and an easy vaginal 
delivery may be expected in two thirds of the cases. 
Cesarean section is advised if the chin persists pos- 
teriorly in a primigravida, but in a multigravida with 
a normal pelvis, conversion to vertex, rotation with 
forceps, or podalic version and extraction are advised 
unless the baby iis of large size, in which case cesarean 
section is preferable. Craniotomy is recommended by 
some if the child is dead and the chin remains pos- 
terior. I prefer a podalic version and extraction in 
cases of this type. I have successfully performed this 
many times. 
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Brow presentation, which has occurred three times 
in 61% years in 2,132 deliveries in my practice, is a 
pathologic condition making delivery difficult unless 
the child is small, since the maternal pelvis is usually 
contracted. Unless the position changes to produce 
face or occiput presentation, the head is between 
flexion and extension, with the brow in the middle 
of the pelvis. The head descends slowly after com- 
plete dilatation and rupture of the membranes and 
during this descent the frontal suture is in the trans- 
verse diameter and synclitic unless the pelvis is flat. 
In some cases the head delivers up to the mouth 
before the occiput can escape and labor is then slow, 
difficult, and dangerous. Eastman’® estimates that 
spontaneous delivery occurs in less than half these 
cases. The perineum may tear, sometimes up into 
the rectum, because the largest diameter of the head 
is presenting. He believes that brow presentation 
demands operative interference, but I do a version 
and extraction in all my cases. Prolonged labor and 
infection may cause. maternal death, whereas, as 
Greenhill® points out, operative injury, delayed deliv- 
ery, cerebral compression, compression of the neck 
against the pubis with suffocation, or compression of 
the larynx and trachea against the pubic bone may 
occur and produce death of the infant. 

If the presentation changes to a face or occiput, 
spontaneous delivery often occurs, unless the baby is 
large and the pelvis contracted. Measures should be 
taken in the first stage of labor to bring about face 
or occiput presentation by having the mother lie on 
the side toward which the occiput is pointing and 
placing a firm abdominal binder with a thick pad near 
the occiput. Should the brow presentation continue 
after 1 hour of the second stage of labor and a gentle 
attempt to produce one of these two positions fails, 
then version and extraction should be done. Should 
the brow presentation become fixed, or the pelvis con- 
tracted, then section is indicated. 


PODALIC VERSION 


Internal podalic version should be done only after 
the cervix is completely dilated or almost so and soon 
after the membranes have ruptured. Deep anesthesia 
is required. In doing this version I try to preserve 
all of the amniotic fluid possible as the operation is 
more easily accomplished if there is fluid. Podalic 
version cannot be performed if the uterus has firmly 
contracted about the child, since uterine contractions 
may have thinned the lower uterine segment and 
version may rupture the uterus. I have had 3 such 
cases. Podalic version is used in some cases of trans- 
verse or oblique presentation or face or brow presen- 
tation or when the arm has prolapsed, except in 
neglected cases. However, it should not be undertaken 
without definite reasons, since it has higher than aver- 
age infant mortality and maternal morbidity rates. 

Many would advise hospitalization in the cases 
which I have been describing. This is rarely possible 
in my practice. Some of the natives have a desperate 
fear of the hospital and, if hospitalization is suggested, 
think they are going to die. When patients refuse to 
go to the hospital I have to meet the emergency, for 
their affection is great as is their belief in my ability 
to help them. 

A primipara, aged 18, seen first on November 25, 
1950, had a slightly contracted pelvis and I advised 
her to go to the hospital. She failed to return for 
prenatal care. When I was called on May 29, 1951, 
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she again refused to go to a hospital. I was bound 
to stay with the case as no other obstetrician was 
available. The first stage of labor endured for 26 
hours. Demerol, plasma, and glucose were admin- 
istered. The second stage lasted for 2 hours. Ether 
was administered by the nurse and I performed manual 
rotation of a high transverse arrest of the head. Mid- 
forceps extraction followed an episiotomy. A viable 
male baby, weighing 8 pounds, was extracted. The 
placenta was expressed manually. The mother was 
edematous and had a blood pressure of 160/94. The 
blood loss was about 300 cc. The episiotomy was 
repaired, penicilliti was given intramuscularly, plasma 
and glucose were administered intravenously. The con- 
dition of the child and mother has remained good. 


FORCEPS EXTRACTION 


After version there may be no indication for 
forceps extraction; version may be all that is neces- 
sary. Although forceps extraction is a major operation 
and should not be considered lightly, in the hands of 
a skilled operator it should incur little risk to either 
the mother or child, provided the head is presenting. 

Extraction by forceps should be attempted only 
if the cervix is completely dilated; the membranes 
must be ruptured, the bladder and bowels emptied, 
and the position of the fetal head accurately deter- 
mined before forceps are applied. Moreover, there 
must be no cephalopelvic disproportion. I have found 
forceps preferable to the Mauriceau maneuver in 
delivering an aftercoming head. 

Many authors advise against forceps delivery of 
a dead baby, advising craniotomy because of risk to 
the mother. This would be a last resort in my practice 
because of the superstitions of my patients ; they would 
doubt that the baby was dead before craniotomy. For 
that reason I find it necessary to perform a version 
and extraction even though the fetus is dead. In 
fact, I would use forceps delivery more often if it 
were not for family interference. In one instance 
where forceps extraction was clearly indicated, just 
as I started to insert the first blade of the forceps, 
the frantic husband wrapped his arms around my 
neck and threw me to the floor shouting, “You are 
not going to hurt my wife.” I had to wait until other 
members of the family took him away before I could 
proceed with the delivery. For several days afterward 
it was feared he would have to be confined in a mental 
institution. He recovered, however, and now regards 
me as a good friend, for I have delivered 2 more of 
their children. 

Many of the residents are of high type intellectu- 
ally. There seem to be three classes; the rich, the 
poor, and the poorer. To the latter two belong the 
migratory workers and day laborers. It is not unusal 
for these women to have a baby every year. Often 
they have been badly neglected and present a pitiful 
spectacle when I first see them. I was called by the 
County Health Department to attend one such woman. 
Aged 40, she had delivered seventeen living children 
and had two abortions. The children were scattered 
around the neighborhood and the neighbors had come 
in and cleaned up the one-room house as best they 
could. There was no food in the house, and the hus- 
band had been jailed for drunkenness. The neighbors 
were standing around waiting to assist me. 

Three months before the beginning of this preg- 
nancy the woman had a cholecystectomy and a subtotal 
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gastrectomy. During her pregnancy she suffered from 
nausea and bloody vomiting. She had a foul brownish 
discharge. A midwife had attempted to deliver her 
10 days earlier and had failed. I found the woman 
weighing only 85 pounds and evidently quite starved. 
She was in a comatose condition, blood pressure 96/60, 
pulse 128, temperature 104.2 F. The cervix was di- 
lated about 7 cm. The perineum had a large unrepaired 
laceration from a previous pregnancy. The heart 
sounds were weak; bilateral rales and cavitation of 
the lungs were noted. The pregnancy was evidently 
at term and the infant dead. The head was engaged 
R.O.P. The woman did not appear strong enough 
to deliver the baby. Two days later I dilated the 
cervix manually, using two, three, and finally four 
fingers. A short caudal anesthetic was administered, 
30 cc. in the beginning and 45 minutes later 20 cc. A 
dead 6 Ib., 10 oz., macerated male infant was delivered 
by podalic. version and extraction. There was no hem- 
orrhage or laceration. There were hemorrhagic areas 
in the placenta and the cord was discolored green to 
black. One million units of penicillin and 1 gram of 
streptomycin were administered daily for 3 days after 
delivery and streptomycin was given for the 61 days 
following. She was given plasma and glucose intra- 
venously after delivery, although I would have pre- 
ferred to administer whole blood. About 70 days later 
the patient was sent by ambulance to the State Tuber- 
culosis Hospital where her condition since has been 
reported as fair. 


It has often been stated that forceps operation 
should be one of indication and not one of convenience 
Too often forceps are used by men who do not know 
how to use them and they are not used often enough 
by those who do. When signs of maternal or fetal 
distress are noted, the obstetrician must make his 
decision as to the best method of delivery. The condi 
tion of the mother and infant after delivery will 
depend upon his good judgment, prompt decision, and 
skill. The operator must know when readjustment of 
his forceps is required and when to remove them 
entirely and use another procedure, should conditions 
prove unfavorable. Many times I have removed the 
forceps, knowing I could go ahead and deliver th 
child but feeling that the risk was too great. In my 
opinion a difficult forceps extraction should never b« 
performed. I think more of the skill of a physician 
who admits that a particular procedure is too risky 
than of one who exerts all his force and probably 
puts a foot or knee against the table to give hin 
greater leverage. The need for force, as Titus® points 
out, is an indication of a “mistake in judgment or in 
diagnosis of presentation.” Slow, intermittent trac 
tions may permit a normal rotation and extension of 
the head. I am reminded of a story I heard whet 
doing postgraduate study in the University of Heidel 
berg’s Frauen Klinik. A resident after doing a difficult 
forceps extraction turned to the director of the clinic 
and exclaimed, “I finally got it out.” The directo: 
replied, “Now if you get the father here and beat hin 
over the head with the forceps, you will have take 
care of the whole family.” 


Conditions which usually indicate the need for 
forceps extraction are fetal dangers and maternal 
systemic diseases such as toxemia, tuberculosis, and 


kidney or cardiac complications. In such cases the 
second stage of labor should not be prolonged. All 
my cardiac patients, providing they have normal pelves 
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and no disproportion, I deliver vaginally by forceps 
extraction, except those with breech presentation. 
Some physicians, however, prefer cesarean section 
under local anesthesia. Forceps extraction is also indi- 
cated when the mother shows signs of exhaustion 
in labor, such as a rapid pulse, a change in rhythm, a 
rising temperature, and a change in blood pressure. 
The presenting part must be the head. Symptoms in 
the child indicating the need for extraction may be 
fetal exhaustion portrayed by a pulse rate over 160 
or below 100 per minute and by the passage of 
meconium. I find that at this point administration of 
pure oxygen to the mother may be as effective and 
safer for the infant than extraction. During vertex 
presentation a prolapsed cord demands delivery at 
once if the cervix is sufficiently dilated to admit the 
fingers, and if the child is alive. 


A woman, aged 34, with four children, aged 4 
to 13, presented herself in her sixth month of preg- 
nancy. She weighed 143 pounds and was evidently 
in good health. She was given prenatal care. I was 
called when she was at term and about 6 hours in 
labor. The room was small, with scarcely room for 
ine to walk around the bed. The sanitary conditions 
were indescribable. She told me that just as she heard 
me entering the driveway she had a severe contraction 
and the membranes had ruptured and something had 
come down. Examination revealed a loop of cord 
protruding from the vagina, pulsating feebly. Imme- 
diate delivery was necessary. The nurse prepared the 
patient and administered Delvinal and then chloro- 
form. By this time pulsations of the cord had ceased. 
I did a podalic version and extraction of a male infant 
weighing 8 pounds, 4 ounces. There were no signs 


of viability during delivery and I expected a stillborn 
child. The baby seemed dead at birth but I always 
carry a resuscitator and an oxygen tank and tent. The 
nurse used the resuscitator on the baby while I re- 


moved the placenta. In about 10 minutes we heard 
a slight sigh and weak heartbeats. In about 20 minutes 
breathing was established and the heart tones im- 
proved. Oxygen was continued with use of a mask. 
A weak cry was finally heard. The oxygen mask 
was used for about an hour and then the oxygen 
tent was placed over the child, who was breathing 
but cyanotic. The baby lived for approximately 20 
hours. Its death, I believe, was due to anoxemia 
caused by pressure on the cord after its prolapse. 
The mother received prophylactic penicillin and triple 
sulfa. Examination 50 days later showed her to be 
in excellent condition. 


Care must be taken during forceps delivery to 
prevent injury to the bones, muscles, nerves, neck, 
and head. Too much stress cannot be placed on the 
possibility of injury to the chest and internal viscera. 
In the case of a premature baby I try to place the 
forceps on the aftercoming head as soon as possible 
to prevent injuries to the head which has had no 
time to mold. Also, tears in the falx and tentorium 
are frequent without proper care and may result in 
intracranial hemorrhage. If forceps to the aftercoming 
head were more generally used, I believe fewer birth 
injuries would occur. 

Forceps should be used only in those cases in 
which the head is at midplane or lower. Midpelvic 
applications of forceps require definite skill because 
of possible complications. High forceps are justified 
only in definite emergencies. When the fetus lies high, 
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podalic version with extraction may be used. I be- 
lieve with Greenhill® that a cervical cesarean section 
is far safer than high forceps delivery. Use of forceps 
on a floating head, as Titus® points out, is never justi- 
fied, nor should forceps be applied to the pelvis of 
an infant presenting by breech. I always do an ex- 
traction in transverse or shoulder presentation and 
usually in breech, or rather, I do an assist, doing the 
traction with the mother’s pains. In my own cases, 
not including referred neglected ones, there is prac- 
tically no infant mortality. I always have a Piper 
forceps ready to use if the head does not deliver 
spontaneously in breech presentation. 


Application of forceps should not be delayed too 
long since prolonged second-stage pressure may pro- 
duce an intracranial hemorrhage. Titus® finds that 
intracranial hemorrhage is less often due to mechanical 
injury by forceps, however, than to prolonged partial 
asphyxia in utero, the long delay bringing about a 
sharp increase in blood pressure which accompanies 
a beginning asphyxia. Only prompt recognition of the 
need for forceps delivery can prevent such an accident. 

Generally I use Piper forceps for the aftercoming 
head in breech presentation and Simpson’s for vertex 
presentation. 


In cases of borderline contracted pelvis where 
the conjugata vera is from 9 to 10 cm. it is my policy 
to let the mother have a test of labor. I agree with 
Eastman” that a true test of labor has not been given 
the patient until she has had 1 to 2 hours of second- 
stage contractions with membranes ruptured. Experi- 
ence shows that it is only in such conditions that 
engagement occurs and the head becomes molded. 
Titus® and others believe that this is an extreme view 
and endangers the patient who eventually requires 
section. In my own cases of this type, the progress 
of the tests is constantly observed to determine whether 
engagement and molding are progressing, and after 
a reasonable period of time forceps are applied and 
an attempt is made at delivery. However, in certain 
cases I prefer to do a version and extraction. In total 
extraction I generally use deep anesthesia. In partial 
extraction or in an assist I do not like deep or surgical 
anesthesia. It has been estimated that a fetal mortality 
of about 20 per cent follows prolonged labor and 
vaginal delivery. In my experience, fetal mortality in 
prolonged labor with use of forceps and version and 
extraction is considerably less. Maternal loss in my 
cases is zero. 

By no means do I want to leave the impression 
that I think all these cases should be delivered vagi- 
nally with forceps or by version and extraction. It 
is my practice never to attempt to extract a live baby 
unless I am reasonably certain that I can deliver the 
baby alive and uninjured and without unnecessary 
trauma to the mother. 

A case in which complications demanded extrac- 
tion is illustrated by the following case history: 

A married woman, a 16-year-old primigrivada, 
was referred to me by another physician because of 
a severe toxemia which had been partially controlled 
by diet, rest, and medication. Her hands, feet, and 
face were edematous. She was at term, the contrac- 
tions weak, and the infant presenting in cephalic 
R.O.T. The cervix was effaced and dilated about 1 
fingerbreadth. The first stage of labor lasted about 
22% hours. Glucose was administered intravenously. 
During the second stage, lasting 2% hours, progress 
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was slow and as convulsions were feared, the nurse 
was in constant attendance, watching closely. I visited 
her every 3 hours until 8:30 p.m. and then remained 
until she was delivered at 12:45 a.m. The baby was 
evidently in distress. The fetal heartbeats ranged 
from 200 to 90 per minute. The patient was given 
oxygen. Under ether anesthesia a viable baby was 
delivered by podalic version and extraction, with 
forceps to the aftercoming head.* Right oblique episi- 
otomy was then repaired and Ergotrate administered 
intramuscularly. The baby, a girl weighing 7 pounds, 
2 ounces, was frail and poorly nourished. The version 
and extraction were easy, but because the delivery 
had to be accomplished on a bed, it was very tiring. 
The mother made a good recovery. No hemorrhage 
or laceration occurred. 


OBSERVATIONS ON CASES AND PRACTICE 

Frankly, the infant mortality in my practice is 
too high but it is largely becatise of my being called 
many times as a last resort after someone has failed 
to deliver the baby, or I am called very late. In one 
instance a farmer called me about 9:00 a.m. to see 
a woman who he thought was the wife of one of 
his laborers. He had been told that she probably 
had pneumonia. I therefore told him to call another 
doctor. At 10:30 he called again and said unless 
I came the woman would die. I replied that I would 
leave my office at 11:00. When I arrived I found 
a 38-year-old multipara who had been in labor for 
48 hours. An edematous mass protruded from the 
vagina and her rectum also protruded. I knew I 
was in for trouble and expected to have to do an 
embryotomy. Placing her under chloroform and get- 
ting the instruments ready, I explored with my lubri- 
cated gloved hand as I was unable to determine 
externally the position of the fetus. As I passed my 
hand by the protruding mass I was surprised to find 
it very mobile. I came in contact with the head, pushed 
it upward and had my wife, who is a nurse and 
registered midwife and who generally helps me, hold 
the head. With my hand I sought and found the foot 
and, working gently but rapidly with only a little 
force, delivered the baby. My wife had to stop 
administering the anesthetic in order to assist on the 
abdomen. It was as easy a version and extraction 
as I had ever done. When I asked the patient why 
she had not told the employer that she was pregnant 
she said she was a common-law wife and was ashamed 
to tell the truth since he knew her as a widow. She 
recovered and I sent her to a surgeon to take care 
of her rectal condition. 

Another time I was called at 1:00 a.m. by the 
patient’s brother-in-law to treat a “headache.” I told 
him to give her aspirin. Twenty minutes later he 
again called and said she had fainted, was very pale, 
and her skin was cold. He said all he knew of her 
trouble was that she had a terrible headache on re- 
turning from across the border. Slipping into shirt, 
trousers, and shoes, I drove the 11 miles as fast as 
I could. I found her saturated with blood and looking 
deathly. A woman had performed an abortion. We 
finally controlled the hemorrhage. When IT asked why 


she hadn’t let me know what the trouble was, she 
replied, “Tengo verguenza” (1 was ashamed). About 


6 months later | was summoned to treat her for an 
infection following another trip across the border. 


*I do not recommend version and extraction in the primigravida 
I prefer a section if time permits. 


except in emergencies. 
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While x-ray examination is recommended by 
many physicians in suspicious cuses, I have been able 
to diagnose malpositions and multiple births without 
use of radiographs. When I ask the patients if they 
desire x-rays they rarely agree to them. Recently 
a woman whose family I knew came and asked if | 
would deliver her child. I examined her and told 
her that the baby was in transverse position but if 
she would relax I would turn the baby to a normal 
position as it would be born within a few days and 
if the body was lying transversely then, a podalic 
version would be necessary. Labor started the next 
afternoon. I found that the child was still in cephalic 
position. After I had delivered her, her husband 
showed me five x-ray films showing the transverse 
presentation. The patient had been told she would 
have to go a hospital for delivery. In fact, she was 
en route to an El Paso hospital when she passed my 
office and decided to call on me. 


Many unusual cases in which it is impossible 
to save the infant come to me. Many times the infant 
is dead when I am called. Often the patient is one 
of the migratory workers who camp out in unfur- 
nished houses while picking cotton. If there is no 
tabie or even a bed on which I can deliver the woman, 
I have to deliver her on the floor. You can scarcely 
realize what a backbreaking, messy job that is. This 
has happened many times, yet I am glad to say that 
in over 26 years of practice I have not lost a mother. 
This is perhaps mostly due to the great care exercised 
in making the delivery, but part of my success may 
be due to the amount of punishment these women 
can take although many are far from robust and are 
often undernourished. Until recently the nearest real 
hospital was 45 miles from my city although there is 
a smaller one in a residence 36 miles away. Now a 
closed hospital is being built and one wing is open. 
This is a community of 12,000 people, 45 miles from 
the Mexican border. It is necessary that a physician 
speak Spanish understandably, since 70 per cent of 
the people are Spanish speaking. The younger ones 
speak both Spanish and English. The problem of 
getting nurses is very difficult. I could scarcely get 
along if my wife were not a nurse. 

Some of these patients have an intense fear of 
fresh air. For 40 days after the baby is born, winter 
or summer, they bundle themselves in sweaters to 
keep from encountering any air. A pain in the side, 
a caked breast, or other ills are all blamed on air that 
blew on them. They have many strange customs. 
An Indian woman called me when a neighbor was 
in labor and unable to deliver her baby. When I got 
there, I found her husband and another woman lifting 
her up and dropping her on her feet to make the 
baby come down. I found the baby’s head was in 
transverse arrest in midpelvis. I just pushed it up 
and turned it and in a little while delivered a living 
baby. 

Some time ago we were called out on the edge of 
the desert. A little place had been dug in a hill and 
some brush placed over grass and dirt filling in on top. 
A Mexican woman lay on a quilt spread on some 
boards. Only a smoky kerosene lantern lighted the 
place. In the dimness T discerned some shiny yellow 
material covering the vulva and perineum. T thought 
it was feces until they told me it was a mixture of 
eggs and onions put on to ease the pains and draw 
out the baby. Evidently it worked, for while I went 
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out to my car to get clean towels, the baby arrived. 
In another instance the patient had clean bed linens, 
but when I lifted the upper sheet to examine her I 
found a pile of ashes under her buttocks, put there to 
ease her pains. These are true incidents, in no way 
exaggerated. I tell them here only to explain the con- 
ditions under which a doctor near the border has to 
work. Yet the people are kindly and affectionate and 
I would not exchange my practice for any other. 


When I started practice in this community, only 
about 20 per cent of my patients came for prenatal 
care. Now about 95 per cent are coming for such care. 
I emphasize the need for absolute cleanliness but, as 
can be expected, I am not entirely successful in getting 
cooperation. The bedding of some is usually fairly 
clean, spotless if they are of the higher class. The 
migratory workers live in considerable filth. I found 
one patient with three dogs in bed with her, one of 
whom had soiled the bed. The baby was delivered 
without difficulty. On a postnatal call I found 2 cats 
and 8 half-grown kittens on the bed. There was no 
inside or outside toilet, and the yard was foul where 
the children had squatted. However, this patient in- 
curred no infection. In fact, I have been fortunate in 
rarely having infected patients. Just once a serious 
situation arose when seven successive patients became 
infected. Looking around for possible sources, I sus- 
pected my office girl who came along to take care of 
the instruments, bag, and clothing at these deliveries. I 
did not allow her to accompany me again and there 
was no more infection. 


MORTALITY STATISTICS 


Statistics regarding the mortality rates following 
version and extraction vary greatly, since they differ 
widely in type of cases included in the count. The 
size of the infant, the advancement of the pregnancy, 
viability, and other factors influence the reported 
results. 

Ward and Sellers’ reported 468 breech deliveries 
with a fetal mortality rate of 11.7 per cent, including 
stillbirths and neonatal deaths up to the time of dis- 
charge. The corrected mortality rate, excluding cases 
in which no fetal tones were heard on admission and 
with abnormalities incompatible with life, for infants 
weighing 1000 grams or more (all breech births), was 
32 deaths or 6.8 per cent. The corrected figure on all 
full-term breeches was 12 or 3 per cent. 


Greenhill® reported an infant mortality of 19.8 per 
cent in 1,050 breech deliveries. However, 61.6 per 
cent of all the babies were premature. Of 524 breech 
babies weighing more than 2,500 grams (5.5 pounds), 
his mortality rate was 3.8 per cent, corrected to 1.7 
per cent. Cox" holds, with many other writers, that 
the infant death rate should not be higher than 4 to 6 
per cent in primiparas and 2 to 3 per cent in multiparas, 
that is, if the infant is mature and healthy and no 
gross abnormality of the child or disease of the 
mother exists. He reported that in a series of 1,004 
cases delivered over a period of 16 years, the mortality 
rate, including 50 stillbirths and neonatal deaths, was 
4.98 per cent. However, with improvement in technic, 
in the last 10 years the rate was only 3.94 and in the 
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last 5 years was reduced to 3.21 per cent. These 
infants were all 4 pounds, 9 ounces or more in weight. 
The mortality rate of those of lesser weight, and those 
weighing over 7% pounds, was 7.3 per cent. 

As I have said, the mortality rate for my own 
cases is higher than I would like but very many were 
complicated cases and I was called in to deliver the 
patient after someone else was unsuccessful. 

BREECH PRESENTATION | 
Les Mortality 
Uncorrected Corrected 


Cases 
Total Extractions 12 


Required 2 (18.3%) 
Elective 0 
3 


Partial Extractions 3 (2.5%) 


1 
0 
1 


(1.5%) 





— nai 5.GM%) _ 


- 2 (1.5%) 
PODALIC VERSION AND EXTRACTION _ 


Mortality 
_ Uncorrected Corrected 
3 (9.7%) 1 (3.2%) 
21 (41.2%) 0 


‘_ Cases 
Elective 31 
Required 51 


Total 82 24 (29.2%) 1 (1.2%) 


Among 2,132 deliveries over a period of about 6% 
years, I have had 134 breech deliveries; 122 were 
partial extractions and 12 total extractions. One of 
the total extractions was elective. In the 12 total 
extractions, there were 2 fetal deaths or 18.3 per cent, 
but corrected this was reduced to 1 death. In the 122 
partial or assisted extractions there were 3 fetal deaths 
or 2.5 per cent, but corrected there was only 1 death. 
The total 134 cases, therefore, had 5 deaths or 3.7 
per cent mortality, which corrected was 2 deaths or 
1.5 per cent. 

My mortality rate for podalic version and extrac- 
tion is high when stillbirths and neonatal deaths are 
included. There were 31 elective cases with 3 deaths, 
and 51 required extractions with 21 deaths, a total of 
82 cases with 24 deaths or 29.2 per cent; corrected, 
however, there was only 1 death or 1.2 per cent. There 
were no maternal deaths.+ 


SUMMARY 


A discussion has been presented of the indications 
for version and extraction and the procedures in 
general use. The methods used in a small community 
where most of the people speak a foreign language, 
live in below-standard circumstances and at a con- 
siderable distance from a hospital have been described. 
There were no maternal deaths in over 2,000 deliveries? 
but the infant mortality rate is high because in many 
cases, the fetus was dead or in danger before cases 
were referred to me. The preferred methods to be 
used under these conditions have been described. 


113 W. Griggs St. 


t+It may be presumed by some readers that the reason there have 
been no maternal deaths is that I send my most serious cases to a 
hospital for delivery. I have sent 3 obstetric patients to a hospital 
for delivery, not because I was unable to manage them, but because 
of lack of time—I was occupied with other patients in labor. One 
patient with postpartum eclampsia was hospitalized. All recovered. 
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The Effect of Congenital Malformation 
of the Bony Pelvis on Labor 


JAMES H. McCORMICK, A.B., D.O. 
Elkhart, Ind. 


INTRODUCTION 


It is the purpose of this paper to discuss the 
effects on labor of congenital malformations of the 
maternal bony pelvis. The development of these mal- 
formations in the embryo will be considered, thus 
gaining a better understanding of them. The major 
types occurring in the area of the pelvis will be defined. 
Then correlation of the effect of the malformations 
on labor will be attempted. 

This study is based on a group of 260 obstetric 
patients x-rayed during the last 4 years. The roent- 
genograms were studied to determine whether the 
lower lumbar spine or sacrum displayed any congenital 
anomalies. The anomalies found were correlated as 
to type, and the labor records of patients having them 
and of those with normal spines were reviewed. Labor 
records of patients receiving osteopathic manipulative 
treatment were analyzed and compared with those of 
patients who did not receive such treatment.- Fetal 
positions were noted as was the parity of the patient. 

Realizing that many conditions other than con- 
genital pelvic malformations affect the length and 
severity of labor and being fully aware of the small 
number of cases reviewed in this paper, it is with 
some hesitation that I present my statistics. 

DEVELOPMENT OF SPINAL ANOMALIES 


Of all the portions of the skeletal system, probably 
none is more subject to nature’s mistakes than the 


spine. Indeed the possibility of an embryonic mal- 
formation should be considered first in the evaluation 
of many spinal problems. 

Let us first review the embryology of the spine’ 
in order to have a better mental picture of the reason 
for congenital errors. 

The earliest evidence of an axial column in the 
human embryo is the formation of a longitudinal 
groove with parasagittal ridges of ectodermal tissue, 
the neural groove and the neural folds. The ventral 
aspect of the neural groove extends to close proximity 
with entodermal tissues which then develop a rodlike 
fold, in parallel relationship, which become the noto- 
chord. 


Soon after formation of the entodermal rod, it is 
surrounded by mesenchymal tissues which separate 
it from other tissues, thus making the notochord a 
distinct structure. Serving as a preliminary axial 
support in the development of vertebrates, it extends 
from the level of the future midbrain, in the region 
where the sella turcica later develops, to a level con- 
sistent with the extremity of the future coccyx. De- 
velopmental abnormalities of the notochord may occur 
throughout its length, but malignant changes in noto- 
chordal rests (chordomas) generally arise in the base 
of the skull or in the sacrococcygeal region. 

The time of development of the notochord is about 
the second week of fetal life. Ectodermal ridges fuse 
along their dorsal crests soon thereafter, and together 
they produce the brain and spinal cord. The mes- 
enchymal tissues described as enveloping the notochord 
also develop these ectodermal folds and divide them 
not only from the notochord but also from the more 
dorsally located ectodermal tissues, which eventually 
develop into skin. 

Beginning about the end of the second week, the 
enveloping mesenchymal tissues show an orderly de- 
velopment of intersecting strands, arranged at right 
angles of the notochord and neural folds and contain- 
ing the vascular elements, which produce segmenta- 
tion. Regular cubes of mesenchymal tissue are formed 
and lie in a parasagittal relationship with respect to 
the notochord and in an anterolateral relationship 
with respect to the neural folds. The growth of the 
dorsal portions of these mesenchymal cubes is more 
rapid than that of the ventral portions; thus they 
evade the segmentation limits, envelop the neural folds, 
and fix them closely to the notochord. At first, a regu- 
lar sheet of mesenchyme, described as the membranous 
vertebral column, is formed. The posteriorly located 
tissues—those essentially concerned with the neural 
folds—are primordia of the neural arches. The more 
compact, anteriorly located tissues are the precursors 
of the vertebral bodies. 

Irregular rods of mesenchyme are developed by 
consolidated cellular growth occurring in the posterior 
membranotis column. The pedicles, transverse and 
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articular processes, laminae, spinous processes and 
accessory appendages, including ribs, arise from these 
rods. Disorderly development at this stage may result 
in stalactite formations or actual bridgings, usually at 
the basal portions of the arch or regions of the articular 
processes or extending from the spinous processes. It 
may be difficult to identify these bridgings and distin- 
guish them from pathologic processes. The rods may 
fail to unite over the dorsum of the neural folds 
creating spina bifida. 

Development of the body of a vertebra, the 
centrum, is especially complicated, as it is derived 
from four sources, with respect to the mesenchymal 
cube formations. The dorsal component is produced 
from cells of the caudal portion of one segment, while 
the ventral component is produced from the cephalad 
portion of an immediately succeeding segment. The 
first segment is left with an unpaired cephalad portion 
which becomes attached to the ventral component of 
the second segment, producing the odontoid process 
of the axis. The first cervical vertebra forms sepa- 
rately. Except for these two vertebrae, each centrum 
is formed by fusion of the ventral portions of two 
cubes originally separated and located parasagittally in 
relation to the notochord, together with fusion of two 
other cores of tissue originally located dorsally in 
relation to the notochord and belonging to the caudal 
and dorsal portions of the cubes immediately cephalad. 
When the mesenchymal cubes of the two sides fail 
to fuse, development of a wedge-shaped vertebra in 
lateral relationship results. When the caudal portion 
of one segment fails to fuse to the cephalad portion 
of the succeeding segment a wedge-shaped vertebra 
in anteroposterior relationship results. In either in- 
stance, hemivertebrae are produced. An extra rudi- 
mentary cell mass may develop, which accounts for 
the formation of a hemivertebra, or it may become 
attached to other cell masses to produce an oversized 
wedge-shaped body. This type accounts for the occa- 
sional findings of two pedicles, two transverse proc- 
esses, and perhaps two ribs on one side of a single 
centrum. 

Following fusion of the cell masses, unequal 
rate of cellular growth again occurs. Cells grow more 
slowly where movement is to be accommodated. A 
true joint space and lining capsule are produced if 
considerable movement is required. These are diar- 
throdial joints of which the apophyseal and the costo- 
vertebral joints are examples. 

Where a lesser range of motion is required, 
joints are developed merely as amphiarthrodial joints 
which are not formed in the planes of segmentation 
described in connection with the embryology of the 
second week. In relation to four separate precursors 
of a vertebral body, the formation of the annulus 
fibrosus or disk seems to be an entirely new process. 

Differentiation of cell growth does not always 
occur. There may be a failure of joint formation, 
or what might be described as congenital synostosis 
or “block vertebra,” producing malformation of varied 
degree. Fibrocartilage of normal depth may cover 
only a limited portion of the surfaces of the centra; 
fibrocartilage of less than normal depth may cover 
all or a limited portion; or there may be no evidence 
of such joint formation. All of these developments 
occur within the first 3 or 4 weeks of fetal life. 

Cartilaginous centers, two aré concerned with 
each centrum, appear by the fourth week. Normally, 
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they extend around the notochord, compressing and 
finally obliterating it for segmental lengths coinciding 
with the height dimensions of the vertebral bodies, 
leaving only those remnants of notochordal tissue con- 
tained in the intercentral segments of mesenchyme. 
Each of these remnants becomes a nucleus pulposus. 
These nuclei provide compression where needed and 
expansion as allowed by the surrounding fibrocartilage. 

Obliteration of the notochord is somewhat vari- 
able in degree, and it may remain very much intact 
even after birth. When it does, the bodies of the 
vertebrae may appear as fragments or, in projection, 
present conspicuous concavities superiorly and in- 
feriorly. Apparently normal, or at least reasonably 
agile, individuals may have residual notochordal tissue 
between the centra to the extent that they produce 
conspicuous cupping of the articular cortexes. There 
may be a tendency to misinterpret such configurations 
as actual expansions or herniations of the nucleus 
pulposus. 

Ossification is the next stage of development 
following chondrification. It begins about the eighth 
week of fetal life. One or two islands appear in the 
transverse or articular processes of the cervical verte- 
brae and gradually enlarge, extending into the pedicles, 
laminae, and appendages. Similarly, one or two islands 
of bone appear in the centra, usually first in the 
thoracic region. This metaplasia occurs progressively 
up and down the spine. 

Normally each vertebra contains three separate 
centers at birth. They become joined by the age of 
6 to 8, but extension of the ossification process is 
relatively slow. About puberty, secondary centers of 
ossification begin to appear. Although the number 
varies, there are usually two for the transverse proc- 
esses—one for each side, one for the extremity of 
the spinous process; two for the centrum—one for 
its upper and one for its lower surface, and, possibly, 
four for the articular processes—one for each tip. 
Fusion with the central osseous masses may not occur 
until as late the twenty-fifth year. Before that time, 
and in some individuals even later, these centers, 
especially those concerned with the articular processes 
of the lower thoracic or upper lumbar regions, may 
be mistaken for fractures. Those concerned with the 
transverse processes of lumbar vertebrae may be mis- 
interpreted as calculi in the kidneys or urinary tract. 
However, they should be distinguished rather easily 
by their rounded and smooth borders, similar to those 
of the adjacent extremity of the main portion of the 
bone. 

In the interarticular zone (the isthmus), espe- 
cially in the lower lumbar spine and sacrum, a similar 
deficiency of ossification is not uncommon. It may 
cause anterior slipping of the upper portion of the 
spine and development of spondylolisthesis. 

The embryology of the spine is highly compli- 
cated, and many stages provide numerous possibilities 
of abnormality. The points where these variations 
are most likely to be found are where transitions 
occur : cervicothoracic, thoracolumbar, and lumbosacral 
junctions. Perhaps the most frequent variations in 
bodies is the occurrence of an extra vertebra. This 
usually happens in the lumbar and sacral regions and 
is without clinical significance.? 

The most important variations are found at the 
lumbosacral junction and are of great consequence 
because of the strain thrown upon this region in 
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transmitting the weight of the body to the pelvis. 
Variations are found here in from 10 to 20 per cent 
of all individuals. 

The usual findings are: 

1. Changes in lumbosacral angle, which may be 
very flat or markedly increased 

2. Extra lumbar or sacral bodies 

3. Wide lateral masses upon the last lumbar 
vertebra which show all gradations from slight en- 
largement through those articulating with or impinging 
upon sacrum and ilium, to complete fusion of one 
side with the sacrum (partial sacralization) 

4. Rotation of the planes of the articular proc- 
esses 

5. Imperfect development of articular processes 

6. Breaks in the neural arch of the last lumbar 
vertebra (unilateral lesions of this type are more 
common on the right side).* 


Any of these may cause symptoms of varying 
intensity according to their degree, and the size, occu- 
pation, muscular development, and traumatic hazards 
of the individual. People carrying such anomalies are 
more liable than normal persons to increased dis- 
ability from a given cause, because of the additional 
ligamentous strain which is present and the imperfect 
mechanical support afforded. 

EFFECT OF SPINAL ANOMALIES ON LABOR 

Examination of anomalies of lower lumbar re- 
gions and sacra of gravid females led me to wonder 
if women with such conditions had more difficult 
labors than those with more perfect spines. I then 
began to classify the pelves and fifth lumbar vertebrae 
according to the following groups, based on the most 
common anomalies seen in x-ray films: 

Group I. Spina bifida (occult type) 

Group II. Transverse process of the fifth lum- 
bar articulating with the ilium on one side 

Group III. Bilateral transverse processes of the 
fifth lumbar articulating bilaterally with the sacrum 
and unilaterally with the ilium 

Group IV. Bilateral batwing processes articulat- 
ing with both sacrum and ilium 

Group V. Bilateral batwing of the fifth lumbar 
practically sacralizing the last two spinal units 

Group VI. Nonweight bearing type of facets of 
the fifth lumbar vertebra 

Group VII. Rudimentary fifth lumbar vertebra 

Group VIII. A supernumerary vertebra. 

Of 260 films reviewed, 178, or two-thirds of the 
total number, showed no abnormalities in the lumbo- 
sacral area. 

Labors were divided in the following classes : 


Class 1. Short (these were under 6 hours) 
Class 2. Medium (those under 12 hours) 
Class 3. Long (those over 12 hours). 


No attempt was made to evaluate the strength 
of contractions, soft tissue resistance, or type of 
analgesia or anesthetic used. In passing I might say 
that some patients had barbital and Demerol, and 
some had ether; more than one-fourth had caudal 
analgesia, and about 10 per cent had no anesthesia 
at all. 

The so-called normal group was composed of 178 
patients; 82 were primigravidas, and 96 were multi- 
gravidas. It was interesting to note that one-third 
of this group received regular osteopathic manipulative 
treatment. 

Osteopathic manipulative therapy, for the pur- 
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poses of this paper, was considered to be regula: 
only if the patient received it for 5 months or more 
This specification, coupled with the probable absenc« 
of back complaints during pregnancy in patients 
without spinal abnormalities, explains the small num- 
ber receiving therapy. The vast majority of the group 
probably had one or more manipulative treatments 
during pregnancy. The trend of labor is shown in 
the table below. 








TABLE I—LABOR IN GROUP WITHOUT ANOMALIES 








Presentation Short Medium Long 
P* Mf P* Mf P* Mt 
Anterior / <— 
Cephalic 23 29 23 18 10 8 
Posterior 
Cephalic 2 2 4 2 15 13 
Breech 2 2 1 0 2 2 
27 33 28 20 27 23 
60 48 50 








*Primigravidas—Total 82 +fMultigravidas—Total 76. 

Group I of the anomalies, spina-bifida occulta, 
was comprised of 21 patients. Only those with very 
wide defects were considered. Eight were primi- 
gravidas, and 13 were multigravidas. It is interesting 
to note that in this group the labor records were very 
similar to those of the normal classification. This 
was probably due to the fact that the anomaly, being 
in the posterior portion of the spine, had no effect 
on the motion of the fifth lumbar or the sacrum and 
did not affect the size or contour of the birth canal. 








TABLE II—LABOR IN PATIENTS WITH GROUP I 











ANOMALIES 
Presentation Short Medium Long 
P* Mt P* Mt P* Mt 
Anterior 
Cephalic 3 6 1 3 0 1 
Posterior 
Cephalic 0 0 0 0 3 2 
Breech 0 1 1 0 0 0 
3 7 2 3 3 3 
10 5 6 





*Primigravidas—Total 8. }Multigravidas—Total 13. 

Group II of the anomalies included patients with 
a transverse process articulating only with the ilium 
unilaterally. Seventeen films were studied. Ten were 
of primigravidas and 7 were of multigravidas. This 
group demonstrated a trend toward long labors, prob- 
ably due to the anchorage and loss of motion of the 
fifth lumbar vertebra. 








TABLE EE AOS ttt WITH GROUP II 











MALIES 
Presentation Short Medium Long 
P* Mt P* M7 P* Mf 

Anterior 

Cephalic 1 2 1 3 6 1 
Posterior 

Cephalic 0 0 0 0 2 0 
Breech 0 0 0 0 0 0 

1 2 1 3 8 1 
3 4 9 





*Primigravidas—Total 


10. tMultigravidas—Total 6. 
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Group III consisted of 8 patients having bilateral 
transverse processes of the fifth lumbar articulating 
with the sacrum bilaterally and the ilium unilaterally. 
This group followed a trend toward long labors, prob- 
ably because of some interference with the motion of 
the sacral joints and possible abnormal tilting of the 
sacral promontory. 








TABLE IV—LABOR IN PATIENTS WITH GROUP III 
ANOMALIES 


Short Medium Long 
P* Mt P* Mt P* Mt 


Presentation 


Anterior 
Cephalic 

Posterior 
Cephalic 

Breech 


l 0 


*Primigravidas—Total 6. +Multigravidas—Total 2. 

Group IV, 3 multiparous and 3  primiparous 
patients, had bilateral batwing processes articulating 
with both sacrum and ilium bilaterally. There was a 
marked swing to long labor which might be explained 
by the stabilizing effect of the anomaly of both the 
motion of the fifth lumbar vertebra and the sacrum. 
However, this group is so small that no definite con- 
clusion can be drawn. 








TABLE V—LABOR IN PATIENTS WITH GROUP IV 


I 
ANOMALIES 


Presentation Short Meditum Long 


p* M+ p* M+ p* M+ 
Anterior 
Cephalic 
Posterior 
Cephalic 
Breech 


*Multigravidas—Total 3. 
Group V, 8 multiparous and 8 primiparous pa- 
tients, had bilateral batwing processes of the fifth 
lumbar, both of which articulated with the superior 
portion of the sacral body and posteriorly lower down 
on the sacrum, tending to sacralize the fifth lumbar. 
There was a disproportionate number of cases of severe 
labor, probably caused by improper motion and posi- 
tion of this abnormal sacral unit. However, the fact 
that the sacrum and the last lumbar vertebra act as 


*Primigravidas—Total 3. 
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TABLE VI—LABOR IN PATIENTS WITH GROUP V 
ANOMALIES 


Presentation Short Medium Long 


P* Mf P* Mt P* Mf 
Anterior 
Cephalic 
Posterior 
Cephalic 
Breech 


6 


*Primigravidas—Total 8. +Multigravidas—Total 8. 
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a single unit and probably have no hindering unilateral 
anchor to change their general positioning lessens the 
severity of this deformity. This, however, is only 
a conjecture on my part. 

Group VI numbered 11, 6 primigravidas and 5 
multigravidas. These patients had anomalous spines 
involving marked changes in the facet facing found 
on the fourth lumbar vertebra. Some were simiar 
to those found in the dorsal spine, and some were 
more cervical in character. To simplify the problem 
they were all classed as a nonweight-bearing type of 
facet. 

In this class the record followed a marked rise 
toward long labor. Here again there are probably 
not enough cases to make any definite statements 
concerning etiology. I believe, however, that the 
rationale behind these findings probably is the tendency 
of patients having this condition to develop spondylo- 
listhesis, particularly after trauma and the posture 
changes due to the unequal weight distribution of 
pregnancy. The pulling or sliding of the fifth lumbar 
anteriorly may hamper engagement of the fetal head 
and lengthen labor. Many times the sacrum follows 
the fifth, changing its angulation, and by doing so 
actually reduces the conjugate diameter, which is an 
important factor in dystocia. 








rABLE VII—LABOR IN PATIENTS WITH GROUP VI 
ANOMALIES 


Presentation Short Medium Long 


p* My p* M7 ps M7 
Anterior 
Cephalic 
Posterior 
Cephalic 
Breech 


] l 


+Multigravidas—Total 5. 

Groups VII and VIII will be considered together 
as there are only 3 patients in the two groups—all of 
them multigravidas. The groups include patients with 
hemivertebrae and with extra lumbar vertebrae. Two 
of the three patients had long labors, but no conclu- 
sions can be drawn from 3 cases. 


*Primigravidas—Total 6. 








TABLE VIII—LABOR IN PATIENTS WITH GROUP VII 
AND VIII ANOMALIES 


Presentation Short Medium Long 


P* M7 P* Mt Pe Mt 


Anterior 
Cephalic 

Posterior 
Cephalic 

Breech 


| 0 2 
*Primigravidas—Total 0. +Multigravidas—Total 3 


An interesting point to be noted concerning the 
anomalous group was that there were an equal number 
of primigravidas and multigravidas, 41 of each. This 
fact would lead me to believe that the anomaly was in 
some way responsible for the length of labor. 

Another interesting point taken into consideration 
was that 62 patients in this group had anterior cephalic 
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presentation while only 18 had posterior cephalic 
presentation. Two had breech. 

EFFECT OF MANIPULATIVE THERAPY ON LABOR 

After analyzing labor in patients with anomalous 
spines and remembering that roentgenologists consider 
that 15 to 30 per cent of all spines x-rayed show 
some congenital defect, I decided to try to find whether 
or not osteopathic manipulative treatment had any 
effect on these patients and on labor in general. 

Checking my records, I found that 25 patients 
had been treated.on a regular schedule for longer 
than 3 years. Those patients having received treat- 
ment from 1 to 3 years numbered 86. Nineteen pa- 
tients had been treated throughout their pregnancies. 
This made a total then of 130 patients who had received 
enough treatment to be classed as patients managed 
under osteopathic manipulative therapy. Many of 
these patients came to my office with back problems 
previous to their pregnancies. About 70 per cent of 
the anomalous group fell in this category, while 30 
per cent of this group had had no manipulative care. 

About 130 patients had infrequent or no manipu- 
lative therapy—probably a third of this group had 
one or two treatments while pregnant. The records 
of those receiving manipulative treatment as a group 
showed a higher percentage of short labors than did 
the untreated group. This is interesting since 70 per 
cent of the anomalous or long labor group are in- 
cluded in the class of those treated manipulatively for 
long periods. 

Generally speaking then, it seems reasonable to 
assume that labors in the treated group would have 
been much shorter had there been fewer anomalous 
spines included in this group, and that manipulative 
therapy exerts considerable influence on those with 
anomalous spines and birth canals and particularly 
those with normal pelves. 

Although the small number of cases reviewed 
does not permit any definite conclusion, it does appear 
that manipulation has a good effect on the gravid 
patient. 
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SUMMARY 


1. The embryology of the spine in relation to 
the development of spinal and pelvic anomalies was 
reviewed. 

2. The relation of duration of labor to 
presence of spinal anomalies was analyzed. 

3. The effect of osteopathic manipulative therapy 
on the duration of labor was evaluated. 

~The study was based on the x-ray and labor 
records of 260 pregnant patients; 82 had definite 
anomalies of the lumbar spine or sacrum. Patients 
receiving regular osteopathic manipulative therapy 
numbered 130. 

From the analyses and evaluations made the gen- 
eral conclusions were reached: Congenital spinal and 
pelvic anomalies definitely have a marked effect on 
labor, causing its duration to be longer than that in 
individuals without these anomalies. This was par- 
ticularly true in the groups having a restriction on 
one side, limiting motion on that one side, due to 
the anchor effect exerted on the superior portion of 
the sacrum. This anchor does not allow any action 
in the sacroiliac joint and thus reduces the size of 
the outlet. This was particularly true in groups IJ, 
III, IV, and V. 

It was also noted that deformities, especially 
those causing the fifth lumbar vertebra to slip forward 
simulating spondylolisthesis, lengthened labor by re- 
ducing the size of the birth canal, mainly the inlet. 

Patients were classified according to whether or 
not they had had manipulative treatment and _ the 
amount of treatment. The labor record of those treated 
was found to be better than that of those who had 
no treatment, even though many of the anomalous 
group fell in the treated class. 

The conclusion reached from this limited study 
was that congenital anomalies of the spine apparently 
lengthen labor and that manipulative therapy in many 
cases shortens it. 
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Total or Subtotal Hysterectomy 
FRANK E. GRUBER, D.O. 


Philadelphia 


In recent years it has been noted by many that 
total hysterectomy is being done far more often than 
previously. Undoubtedly at the present it is much 
more often the operation of choice than subtotal hyster- 
ectomy. In the larger medical centers total hysterectomy 
comprises over 90 per cent of all hysterectomies, 
whether suprapubic or vaginal. When one considers 
that only a few years ago the subtotal was the standard 
abdominal procedure, that is an amazing change. 
Therefore, reasons for such a change will be discussed 
and possible disadvantages will be considered. 

One of the chief reasons, of course, for the total 
operation is to remove the cervix. It might be said that 
this is done primarily to prevent carcinoma of the 
cervix. According to present findings, carcinoma of 
the cervix will develop in approximately 2 to 3 per 
cent of those cervices left following supracervical or 
subtotal hysterectomy. For this reason alone the risk 
of removal is worth while. 


Secondly, many cervices are unhealthy. Because 
of this I consider total hysterectomy to be preferable 
to subtotal. These cervices which are not normal are 
often troublesome after hysterectomy. Discharge is 
often met with and bleeding is not uncommon. Re- 
moval of the stump may at times be necessary. The 
frequent use of the total operation can be justified only 
if it can be done without an increase in mortality or, 
in any event, an increase not greater than the number 
of cases of stump cancer. Fortunately today this has 
been proved to be possible, especially in the larger 
medical centers and probably also in the smaller hos- 
pitals. 

At the Philadelphia Osteopathic Hospital in the 
past 10 years the percentage of total operations has 
risen to approximately 90 per cent. There has been 
a steady increase in percentage over a period of years 
and today most of the surgeons who work under 
supervision are usually encouraged to remove the 
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entire uterus. In reviewing these cases, it was found 
that in the last 100 hysterectomies, exclusive of vaginal 
hysterectomies, 97 total and 3 subtotal operations were 
performed. The 3 subtotal cases were done on patients 
with very fat abdomens, or where exposure was poor 
and surgery difficult with extensive bleeding. Experi- 
ence shows that morbidity has not increased; in fact, 
for the past several years it has become steadily less. 
Undoubtedly this is due in great part to better technic, 
better preparation of the patient, and use of better 
supportive treatment before and after operation. The 
antibiotics also have played a part in making total 
hysterectomy a safer procedure. Many authorities" 
stress the fact that complete removal of the uterus 
is advisable most of the tim: when done by the skilled 
gynecologic surgeon, but still in many instances they 
recommend the incomplete operation for the “occa- 
sional operator.” With this I do not agree. Gaston’ 
stated that the surgeon who does only an occasional 
hysterectomy will not encounter significant differences 
in mortality, morbidity, or changes in sex life after 
total or subtotal operations, although there may be a 
slight increase in minor postoperative complications 
in the total group. 

The disadvantages of complete removal of the 
uterus that have been given are many and varied, but 
in attempting to list them it is found that many are 
more or less imaginary. Certainly there is more danger 
of damage to the ureters and a greater possibility of 
vesicovaginal or ureterovaginal fistula. However, with 
careful technic these accidents should rarely happen 
and most often only in those cases where the total 
operation is almost imperative. Increased operating 
time necessary to perform the total hysterectomy might 
be a factor in a very small percentage-of the cases. 

Mengert and Stoltz? in a discussion of 2,820 
operations showed that bladder and bowel injuries 
occur with similar frequency in any type of abdominal 
hysterectomy. 

Shortening of the vagina is often spoken of, but 
seldom encountered. Castallo and Wainer* in a review 
of the literature and from their own observations 
showed conclusively that shortening of the vagina is 
not the rule, but rather that following total hyster- 
ectomy the vagina is lengthened approximately 2.4 
cm. as compared with an increase in length of 1.6 cm. 
following subtotal hysterectomy. This, of course, de- 
pends partly on the skill of the operator and partly 
on the pathologic findings at the time of surgery. 

Granulation tissue developing in the vaginal 
mucosa sometimes is met with, but in almost all cases 
it is easily overcome by treatment so that it is not a real 
disadvantage. Careful closure of the vaginal mucosa 
following total hysterectomy many times will help to 
prevent formation of the granulation tissue. 

Dyspareunia should not be a complication post- 
operatively if proper care in incising and suturing 
the vaginal wall is taken. Of course the broad and 
round ligaments must not be sutured too tightly as this 
is one of the reasons for painful coitus. 

Prolapse of the vagina is often mentioned as a 
postoperative complication of a total operation. How- 
ever, I have never met with this complication and in 
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reviewing the literature find that it is more imaginary 
than real. The only prolapse there has been occasion 
to correct in recent years at the Philadelphia Osteo- 
pathic Hospital followed a subtotal operation done by 
the resident staff; it became necessary to remove 
the cervix and do a vaginal plastic operation. 

Lack of secretion is another disadvantage often 
spoken of but seldom if ever encountered. Secretions 
of the vaginal mucosa, Skene’s glands, and Bartholin’s 
glands are more than sufficient. Greater possibility of 
infection also is mentioned as one of the disadvantages 
of the total operation, but again this is not proved. 

Some surgeons attempt to sterilize the vagina and 
routinely use antibiotics, antiseptic douches, and so 
forth before surgery. This does not seem to be neces- 
sary, although this point is debatable. The technic used 
in this hospital is to instill a gauze sponge or packing 
saturated with aqueous Zephiran in the vagina through 
the abdominal incision as soon as the vaginal canal 
is open. This sponge or packing, of course, is removed 
as soon as the operation is completed. 

In comparing the advantages and disadvantages 
of the total and subtotal operations it would seem 
apparent that the advantages of panhysterectomy far 
outweigh those of supracervical hysterectomy, and | 
agree with Mohler and Bishop* that surgeons doing 
pelvic surgery should train themselves to overcome 
any technical difficulties and do the operation that 
is to the patient’s ultimate advantage. Cron, Stauffer 
and Pagel® in a series of 1,000 cases reported that 
morbidity was more common following subtotal hyster- 
ectomy than following total, and concluded that sub- 
total operation is not the desirable procedure. 

Mengert and Stoltz? in a review of 1,925 abdomi- 
nal hysterectomies came to the conclusion that total 
hysterectomy performed mostly by young men in 
training is a safe and reasonable operation, and that it 
does not introduce a great hazard to life, health, or 
happiness of the patient. They further concluded that 
morbidity rates are similar to those of any hyster- 
ectomy series, regardless of the type of operation. 
Mohler and Bishop* in presenting a series of cases in 
1945 came to the same conclusions and stated that 
the cervix per se is not a very important structure 
when no endometrium can be observed. Also it is 
responsible for some minor morbidity following gyne- 
cologic operations. Weir® in 1948 reporting 1,771 
consecutive cases concluded that panhysterectomy or 
total hysterectomy is the procedure of choice when 
the uterus is to be removed. Statistics of other sur- 
geons such as Danforth,’ Jones,® Stein,® Beecham,” and 
many others are in agreement with these conclusions. 

SUMMARY — 

Total hysterectomy is being done far more often 
than previously. Removal of the cervix is of great 
value and in most cases the benefit of its removal far 
overshadows any advantages in letting it remain. 
Most of the so-called disadvantages in removal of 
the cervix have never been proved; in fact many of 
them have been disproved. A so-called “occasional 
operator” with proper training will not encounter more 
difficulty with total than with subtotal hysterectomy. 
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Diagnosis of Pathologic Breast Lesions 


W. O. REYNOLDS, D.O. 
Kirksville, Mo. 


The American public has been bombarded quite 
efficiently, frequently, and from many different direc- 
tions with information and warnings regarding breast 
cancer. The breast being an accessible organ has 
become the target for much self-examination on the 
part of the patient. Indeed, the American Cancer 
Society has recommended that every female patient 
should make an examination of her breasts at least 
every 2 months, and that she have somewhat less 
frequent examinations by her physician.’ This self- 
examination is a healthy thing in most instances, 
although it is not without certain drawbacks. The 
American Cancer Society refers to its disseminated 
information as “propaganda.” A great deal of propa- 
ganda has been put out, both for lay and professional 
consumption, and this has been of considerable value. 
Cancer detection clinics are being conducted through- 
out the country, and all in all the public is becoming 
cancer-conscious, and the female is especially concerned 
about breast malignancies. 

Some authorities feel that nearly one-third of the 
tumors of the breast are malignant.” Still, there are a 
great many nonmalignant pathologic conditions of the 
breast about which both the patient and the physician 
are greatly concerned, and which require a more 
thorough understanding. There is nothing more grati- 
fying to either the physician or his patient than to be 
able to send the patient on her way with definite and 
scientific assurance that the peculiar palpatory finding 
in her breast is a benign, even harmless thing, rather 
than a serious affliction. 

Even with the understanding that there is a large 
group of benign tumors of the breast with abnormal 
palpatory findings, the physician must still maintain 
vigilance in the search for the occasional malignancy 
that will occur. It would seem practical, therefore, to 
outline some procedures and give some findings which 
might enable the physician to make a division more 
clearly between the lesions that are of pathologic sig- 
nificance and those which have neither clinical nor 
pathologic importance. 

A careful physical examination of the breast is 
first and foremost in importance, and without this, any 
further examination is without proper basis. Technics 
of physical examination have been described,’? and 
while they are fairly well standardized, it seems wise 
to mention briefly something about them. 

With the patient in a sitting position and the 
breasts exposed, the breast and the axillary and supra- 
clavicular lymph nodes should be palpated. With the 
patient still sitting, the breasts should be observed and 
palpated while she has her hands at her sides, while 
her hands are extended above her head, and finally 
while she is leaning forward and pushing with her 
hands against the iliac crests. With the patient lying 
on her back, her arms above her head, and the breast 


balanced upon the chest wall the palpation and observa- 
tion should be repeated. The procedure is done again 
with the patient’s arms relaxed and at her sides. These 
comparatively simple maneuvers will bring to light 
most of the common pathologic conditions of the 
breasts. In the observation of the breasts it is espe- 
cially important to note dimpling of the skin, retrac- 
tions of the nipple, or a persistent pointing of one or 
both nipples. The palpatory evidence needs also to be 
carefully weighed. It is to be emphasized that the 
palpation of the breast should be very gentle, but 
nonetheless complete. It is wise to carry out this 
examination in a routine manner so that there is less 
tendency to neglect some seemingly unimportant detail, 
which may disclose the one significant finding. The 
classic physical findings of breast cancer will not be 
discussed here. 

In addition to the usual palpatory examination 
there are several other procedures which are of value. 

Geschickter® describes a cold light transilluminator 
which may be helpful in ascertaining the presence or 
absence of malignancy. He recommends a rather con- 
centrated, bright, cold light, somewhat on the order 
of a sinus transilluminator, but with a wider beam of 
light. The breast is transilluminated from below up- 
ward. This method has certain limitations. The small, 
flat breast, lesions in the upper half of the breast, 
and those fixed to the anterior chest wall do not trans- 
illuminate well. Shadows are cast by cancers and 
fibroadenomas 2 cm. or larger. Also, shadows are cast 
by vessels, cysts containing blood, and diluted ducts. 
On the other hand, fatty tissue, normal breast tissue, 
cysts containing clear or cloudy fluid, and solid tumors 
less than 2 cm. in diameter transilluminate well enough. 
It is especially emphasized that transillumination is 
only for the purpose of aiding in diagnosis, and it is 
not a substitute for a complete examination, and should 
not be considered as a diagnostic short cut. 

Radiographic examination of the breasts has been 
advocated by some authorities; however, it has not 
gained widespread use as a routine diagnostic method 
and will be mentioned only in passing. 

3reast biopsy is probably the most valuable and 
widely used of the diagnostic procedures in pathologic 
breast conditions. Its importance cannot be too highly 
praised, and whenever there is any doubt existing 
in the mind of either the physician or the patient, the 
answer should be determined by biopsy. This will 
in many cases be the only diagnostic aid which will 
be acceptable to both patient and physician. The 
physician should be satisfied with nothing less than 
biopsy study if there is a shadow of doubt in his 
mind regarding the nature of a given lesion. 

Aspiration biopsy has been recommended by many 
authorities as a good diagnostic method. The ad- 
vantage of aspiration biopsy is that it does not neces- 
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sarily subject the poor risk patient to a general 
anesthetic, and it may often be carried out as an 
office procedure. The advantages, however, are some- 
what overshadowed by the paucity of information 
that may be forthcoming. If the lesion is deep within 
the breast tissue it may not be available to the aspira- 
ting needle. Furthermore, many pathologists object to 
attempting a diagnosis from aspirated material. 

Both incisional and excisional biopsies have been 
performed and recommended, with a slight preference 
toward the excisional type. This gives the pathologist 
additional information by having normal tissue with 
which to compare the abnormal tissue removed. I feel 
free in recommending the excisional biopsy in any 
situation where there appears to be any possibility 
of malignancy. 

The above diagnostic procedures are of undis- 
puted although occasionally limited value, once the 
physician has become suspicious of malignancy or 
the breast is of such consistency that he feels he can 
no longer temporize with the patient. The primary 
objective of this paper, however, is to present some 
of the many nonmalignant lesions which may be and 
frequently are encountered in the everyday office 
patient. Every physician has seen the young patient 
with a mass in her breast that was considered to be 
worthy of biopsy examination. Many of these girls 
will return in a month or two following biopsy (which 
revealed the lesion to be nonmalignant) with the same 
type mass in the same or opposite breast. If these 
patients are followed closely over a period of time 
they will frequently give the history of these masses 
occurring and disappearing in relation to the regular 
menstrual cycle. It is not unknown for these benign 
lesions to lead an eager surgeon into doing a radical 
mastectomy. Anyone who sees even an average number 
of female patients will observe among them the pa- 
tient with only a scar where the breast once was, and 
upon questioning her will discover that there was 
never any malignancy diagnosed, but the breast was 
removed—sometimes to satisfy the surgeon and not 
infrequently to satisfy the patient. 


Mention must be made of the patient with a 
painful breast with an indefinite mass or no mass at 
all. Occasionally some of these patients even appear 
to have definite cystic areas. Many of these lesions 
disappear after careful and adequate osteopathic ma- 
nipulation of the dorsal and cervical areas. This is a 
simple thing—most gratifying to the patient as well as 
the physician—which enhances the value of osteopathic 
manipulative therapy in the mind of that patient. Such 
therapy is to be relied on only when there is definite 
assurance that the lesion is benign. 


Somewhat in the same class are the patients who 
have heavy, pendulous, poorly supported breasts whose 
only requirement is a properly fitted support. The 
relief afforded by this simple measure is very grati- 
fying. 


Benign conditions, well recognized by authorities 
on pathology,’ are of importance. A 
some of these lesions follows. 


discussion of 


Patients with painful breasts, chronic cystic 
mastitis, or mastodynia are frequently observed. They 
are usually in their late twenties or thirties and have 
a high incidence of sterility. The breasts are pro- 
gressively painful, generally well developed, or recently 
enlarged. The patients usually complain of increased 
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pain just prior to the menstrual period. On palpation 
the only finding is apt to be a tender, granular area, 
which has some tendency to be bilateral. A small but 
not alarming percentage of these may become malig- 
nant. These breasts can be temporized with in many 
cases, provided the patient is adequately reassured and 
carefully watched. On occasion they may require 
removal. These patients deserve careful evaluation and 
examination by all accepted means, including biopsy 
if it is deemed necessary. Support and reassurance 
will often be the only treatment required. A rather 
large proportion of these patients will show some 
menstrual disorder and may possibly have some evi- 
dence of endocrine imbalance, especially hyperestrin- 
ism. These patients deserve careful endocrinologic 
evaluation. 

There is considerable difference of opinion as to 
whether or not the condition known as adenosis or 
Schimmelbusch’s disease is a benign or malignant 
lesion. Novak* refers to it as an “obviously benign” 
lesion, while Geschickter* indicates an incidence of 
approximately 3 per cent of malignancies following 
this condition. That is roughly six times the incidence 
of malignancy in the normal population. 

Adenosis is an abnormal response of the breast 
to ovarian stimulation. The breast lesion is often 
characterized by small cysts and thickening of the 
ducts. The breast in this condition is 
being “shotty” or “cordy.” 


described as 


These patients present a history of mastodynia, 
which has usually existed for several years. They 
are generally between the ages of 35 and 44, some- 
what older than is usual for the occurrence of mas- 
todynia. Adenosis is thought in some cases to be 
a late manifestation of mastodynia. These patients 
are nervous, weepy, and apprehensive about the possi- 
bility of a malignancy. Usually they have poorly 
developed breasts, are underweight, or have recently 
lost weight. They complain of a sensation of tension, 
with pain in the breasts, the pain being accentuated 
and the breast increased in size during the premen- 
struum. On palpation the outstanding finding is the 
sharp, saucer-like edge in the small, tense, painful 
breast. It may be necessary to perform a biopsy on 
these lesions in order to differentiate them 
intracystic papilloma or carcinoma. 

Among the younger women of childbearing age 
the most common benign tumor is fibroadenoma or 
adenofibroma. This condition is rather easily recog- 
nizable, both clinically and pathologically. The tumors 
vary in size from 1 to 10 cm. in diameter, are freely 
movable, well encapsulated, and usually slow growing. 
The slow growth may be accelerated during ado- 
lescence, pregnancy, and the menopause. The average 
duration of the lump is about 3 years, and the average 
age of the patient is 21 to 25 years. The mass is 
usually a single lesion and is first brought to the 
patient’s attention by palpation of the mass itself, 
rather than by pain, although about half may be painful 
in nature. The breast of fibroadenoma is usually well 
developed, firm, and of the virginal type. The sudden 
increase in size during adolescence, pregnancy, and 
the menopause is thought to be due to the high con- 
centration of estrogen at this time.* 


from 


Another rather common cyst is one that occurs 
at the menopause. This is an involutional type of 
cyst, also known as fibrocystic breast disease or blue 
dome cyst. These cysts tend to occur toward the 
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center of the breast rather than at the periphery, as 
does the fibroadenoma. They form quickly, may be 
single or multiple, and occasionally may disappear 
almost as rapidly as they appeared. Their usual size 
is 2 to 3 cm. in diameter, although they may occasion- 
ally attain much greater size. 

The case of bleeding nipple is one for considera- 
tion. A sanguinous discharge may result from any 
of the papillary lesions. A benign origin is about 
twice as frequent as a malignant one.* The cause of 
the bleeding from the nipple must be carefully searched 
for, and most of these breasts should be explored 
surgically in order to make a differential diagnosis. 
Smears of the discharge will frequently be of value 
and may establish a malignant origin of the condition. 
Paget’s disease of the nipple must be ruled out. 

Some other benign conditions of the breast are 
precocious development of the breast in connection 
with precocious puberty, normal increase in the size 
of the breast during pregnancy, decrease in size at 
the menopause, and hypomastia and hypermastia of 
puberty. 

The responsibility of diagnosis and treatment of 
pathologic breast lesions rests jointly with the general 
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surgeon, the pathologist, and the gynecologist. Ob- 
viously the gynecologist who makes a meticulous search 
for breast lesions will have the greatest opportunity 
to discover these conditions, so the origin of the 
impetus for the examination and eventual diagnosis 
should rest primarily with him. Unless he has ade- 
quate training in that particular field the gynecologist 
should not assume the serious responsibility of carrying 
out the surgical procedures. 
SUMMARY 

The high frequency of breast malignancies is 
freely admitted, but attention is drawn to the much 
more frequently occurring benign breast conditions. 

Diagnostic procedures which are of benefit in 
cataloging these breast conditions are mentioned. 

Some of the more common benign lesions of the 
breast are briefly described. Emphasis is placed upon 
the responsibility of the gynecologist to be vigilant 
and tireless in his search for the malignant lesion. 

A careful evaluation of the benign lesion, with 
proper diagnosis and reassurance of the patient, will 
frequently eliminate the physical and psychic trauma 
of an unnecessary radical mastectomy. 
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Brucellosis in Obstetrics and Gynecology 


ROBERT F. HAAS, D.O. 
Dayton, Ohio 


This paper is presented with the intention of 
stimulating interest in an infection that is one of the 
most protean of all diseases and a major public health 
problem—brucellosis. It is a very debilitating disease 
with a low mortality rate. On the Civil Defense Pro- 
gram at the 1952 A.O.A. Convention the spread of 
brucellosis was one of the problems discussed in con- 
nection with sabotage procedures and in the event of 
germ warfare. 

For the past 6 years I have been very much 
interested in chronic brucellosis, particularly in asso- 
ciation with obstetrics and gynecology. The results 
have been most gratifying in many cases. 

Huddleson’ has pointed to evidence that brucellosis 
in goats and man was experienced in Spain and other 
adjoining countries in the early fifteenth century, be- 
fore the English had entered the Mediterranean to any 
extent. He believes that the disease was then brought 
from Spain to the Americas by the Spanish invaders. 
Which of the strains was the first and the order in 
which strains became adapted to their host has not 
been proved. Hughes? monograph gave a historic and 
clinical study of brucellosis prior to the study of its 
epidemiology, which awaited the completion of the 
work of the Mediterranean Fever Commission nearly 
a decade later. Many of the workers studying brucel- 
losis, including Marsten and Hughes, suffered from the 
disease themselves and therefore were able to give 
first-hand accounts of its symptomatology. 


There are many names for this disease, including 
undulant fever, Bang’s disease, and Malta fever, but 
the correct term is “brucellosis.” The generic term 
“Brucella” includes the three species of the organism, 
Brucella abortus, Brucella melitensis, Brucella suis. 
Brucella organisms are very small, nonspore forming, 
nonacid fast, usually nonmotile and nonencapsulated, 
gram-negative bacteria which grow very poorly on 
ordinary media, and usually develop very slowly when 
first isolated from tissue. The three species are very 
closely allied, and it may be a problem for even a well- 
trained bacteriologist to differentiate them. Brucella 
abortus, melitensis, and suis are all pathogenic for man, 
producing similar organic disease entities, but perhaps 
varying in their severity and in some degree in their 
manifestations. Brucella melitensis and suis usually 
are more invasive and more virulent than abortus. 

Brucella melitensis was the first of the group to 
be isolated. Its habitat is in goats and sheep, and it 
has been found in other animals, including cattle. 
3rucella abortus was the next to be identified; its 
habitat is in cattle, but it has also been isolated from 
other domestic animals. Brucella suis was first isolated 
from the fetus of a hog. It is a parasite of pigs with 
a special pathogenicity for the reproductive organs; it 
is also found in cattle and other animals. 

Brucellosis is usually contracted by ingestion of 
infected raw milk or other unpasteurized dairy prod- 
ucts, by contact with infected animals, their flesh, or 
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products of conception, or by contact with live cultures 
in laboratories. 

The incidence of brucellosis in the United States 
is far higher than is realized. There are 4,000 to 5,000 
cases reported each year and since there is such marked 
difficulty in diagnosing brucellosis and many people 
and physicians are not on the lookout for it, there 
are probably ten times that many cases. It has been 
estimated that at least one fifth of reported cases are 
chronic infections. The incidence of subclinical and 
therefore, potentially active clinical infection is im- 
possible to determine. A great percentage of cases 
cannot fail to be overlooked unless practically all clini- 
cal and laboratory studies are used in surveys. 

Most patients with mild or subclinical infections 
are ambulatory and working in spite of low grade 
fever, fatigue, arthritis, and various other symptoms. 
The importance of this type of mild or subclinical 
illness is not adequately appreciated. The belief that 
brucellosis is relatively rare among infants and children 
is founded largely on failure to consider the disease 
in diagnosis when there are many unexplained symp- 
toms. Pyelitis, anemia, gastroenteritis, atypical pul- 
monary infections, joint involvements, unexplained 
fever, malnutrition, fatigue states, and various clinical 
and subclinical illnesses are unlikely to be ascribed to 
Brucella infection unless all of the diagnostic methods 
are applied. 

Because of the comparatively few deaths from 
brucellosis most observers have had to content them- 
selves with operative findings, radiographic changes, 
and clinical observations to describe the pathology. The 
following pathologic findings associated with cultural 
proof have been described; they have been found to 
affect all the body tissues and organs. Brucella have 
been found in the uterus in endometritis; in the fal- 
lopian tubes in inflammatory or purulent salpingitis ; in 
the ovary in oophoritis, hemorrhagic cyst, infected 
dermoid cyst, and abscess; in the bladder in acute and 
subacute cystitis; and in the mammary glands in 
mastitis and abscess. The placenta in proved cases has 
shown necrosis, fibrosis, and calcification, and the 
fetus maceration and infection of various tissues. 

The insidious onset of symptoms in the chronic 
case makes it difficult to compute the date of infection. 
Latent or subclinical infection may have existed for 
years before symptoms are manifested. Fatigue of 
varying degree is probably the only subjective symp- 
tom common to all cases of brucellosis. Many victims 
show a low grade fever in the afternoon, although 
there may be periods of months when they do not 
show any temperature rise. The patient may be aware 
of no illness other than mild symptoms, such as weak- 
ness, nervousness, exhaustion on slight effort, suffocat- 
ing sensation, palpitation, insomnia, depression, irrita- 
bility, and a sense of impending disaster. 

A common feature of chronic brucellosis is a lack 
of abnormalities to be found on physical examination, 
and because of this many patients with the disease are 
classified as neurotics. 

A premenstrual increase of persistent low grade 
fever is likely to occur in the presence of chronic ill- 
ness. Amenorrhea and irregularity of menstruation 
occur in many cases of chronic brucellosis. 

Salpingitis due to Brucella infection has been 
confirmed by isolation of the organism from uterine 
discharge. Clinically there is nothing definite to dis- 
tinguish Brucella salpingitis from salpingitis of other 
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organisms which might coexist in a patient with 
chronic brucellosis except its tendency toward com- 
plete remission. It is usually unilateral and spon- 
taneously improves so that pelvic examination during 
the stage of remission will give no information. Re- 
peated pelvic examinations may be necessary. Tubal 
infection often serves as a focus of infection, appar- 
ently preventing recovery until treatment aimed at 
eradication is successful. The role of Brucella infec- 
tion in pelvic disease is not appreciated by many 
physicians. 

Ovarian cysts of Brucella origin are usually un- 
recognized; their occurrence is reported only by the 
surgeon or laboratory worker who is interested in 
Brucella infections. 

In abortion and premature labor at 6 to 6% 
months I would like to urge consideration of the 
possibility of chronic Brucella infection. Almost with- 
out exception such cases in my practice have clinical 
and laboratory findings for Brucella infection. 

Harris® states “The diagnosis of brucellosis, par- 
ticularly in its chronic form, may be among the most 
difficult tasks in medicine.” He advises that the first 
step is to be aware of this infection, and the second 
to be on guard in cases in which examination shows 
no particular reason for the complaints. Physical find- 
ings are surprisingly few. In taking a careful history 
of present and past illness it should be remembered 
that fatigue is one of the most common complaints 
and that chronic ill health of undetermined cause is 
widely present. 

The four tests available are: (1) Skin test, using 
Brucella abortus vaccine 0.1 cc. intradermally. This 
is to be read in 48 hours, and reread later for delayed 
reaction. In my opinion any reaction is positive. (2) 
Agglutination test. This test is usually negative in the 
chronic case. (3) Opsonocytophagic index, using the 
Foshay evaluation. (4) Culture. 


CASE HISTORIES 


A 27-year-old well-developed married white fe- 
male first came under my care in April, 1947. She 
stated that her general health was good. Physical 
examination was normal, weight 165%, blood pressure 
110/80, temperature 98.6 F., pulse 80. The first day 
of her last menses was March 2, 1947. Blood examina- 
tion showed: hemoglobin 90.8 per cent; red cell count 
4,500,000 per cu. mm.; white cell count 9,150 per cu. 
mm.; color index 1.; stab cells 8 per cent; segmented 
polymorphonuclears 58 per cent; eosinophils 8 per 
cent; lymphocytes 23 per cent; monocytes 2 per cent. 
The Rh factor was positive; Kahn test was negative ; 
Foshay index was 49; and brucellosis skin test was 
plus 2. 

At 16 she had had a right oophorectomy, appen- 
dectomy, and removal df the right horn of a bicornate 
uterus. 

This was her fifth pregnancy. Her first pregnancy 
had resulted in a premature stillborn infant at 7% 
months. Presentation was breech, footling. Her sec- 
ond, third, and fourth pregnancies ended in abortion 
at 3 months. 

She had been pregnant for 1 month at her first 
office visit. I treated her for chronic brucellosis, using 
Bacillus abortus vaccine. The pregnancy terminated at 
6% months. There was premature separation of the 
placenta. A male fetus, weighing 2 pounds, 5% ounces, 
lived for only a few minutes. I advised the patient 
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to continue with vaccine therapy and to become preg- 
nant again as soon as possible. 

Her sixth pregnancy went to term and in August, 
1948, she delivered a viable female infant weighing 
5 pounds, 1234 ounces. It was necessary to remove 
manually the small fibrous retained placenta. 

The patient’s seventh pregnancy also went to 
term and in June, 1950, she delivered a viable male 
infant weighing 7 pounds, 8% ounces. The placenta ap- 
parently was normal and was delivered spontaneously. 

In April, 1952, her eighth pregnancy terminated 
with delivery ofa viable female infant weighing 6 
pounds, 5 ounces. The placenta was delivered intact 
and was apparently normal. 

The Foshay index on the following dates will 
show the variability of body response to this infection: 


49 
54 
38 
69 


/ 


A 19-year-old married female, gravida III, came 
under my care on February 4, 1952. Her first preg- 
nancy resulted in abortion at 2% months in January, 
1951. Her second pregnancy also ended in abortion 
at 2% months in May, 1951. Dilatation and curettage 
were performed after each abortion. 

Physical examination was normal: weight 107 
pounds, blood pressure 110/60, temperature 98.0 F., 
pulse 96. Pelvic findings were those of early preg- 
nancy. Her breasts were sensitive and sore, and she 
was subject to morning nausea. The first day of her 
last menses was December 26, 1951. November menses 
were light. The estimated confinement date was Oc- 
tober 2, 1952. 

Laboratory findings were: red cell count 4,860,000 
per cu. mm., white cell count 8,000 per cu. mm., hemo- 
globin 14.2 grams per 100 cc.—100 per cent, color 
index 1.041, eosinophils 2 per cent, lymphocytes 37 
per cent, stab cells 1 per cent, segmented polymorpho- 
nuclears 60 per cent. The Rh factor was positive; 
Kahn test was negative; Foshay index was 12; and 
brucellosis skin test was plus 2. 

As a child she had chickenpox, measles three 
times, and severe impetigo for 6 months when she was 
7 years old. Her tonsils and adenoids were removed 
when she was 5. 

soth her parents were living. Her mother had 
gallbladder trouble; her father had diabetes. Her sis- 
ter had epilepsy after her second child was born and 
had also had two abortions. Two brothers were living 
and well. 

Menstruation began at 9 years, is of the regular 
28 day type, and lasts 5 days. She has cramps on the 
second day, but they are less severe if she stays on 
her feet. 

The patient was put on routine antepartum care. 
Brucellosis vaccine was administered weekly. She 
spotted frequently during pregnancy which _ necessi- 
tated periods of rest. A fall in the second week of 
July was followed by uterine cramps. She was put 
to bed and sedation and progesterone were adminis- 
tered. On August 12 the membranes ruptured and a 
large amount of fluid was lost. Although she had only 
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slight uterine cramps the patient was hospitalized and 
given 100 mg. of Demerol and 10 mg. of progesterone. 
She was kept in bed and given mild sedation. On the 
second hospital day she stopped losing amniotic fluid. 
The fetal heart tones were strong. The pregnancy 
continued and she was dismissed on the fifth hospital 
day. On September 9, she entered the hospital in 
active labor and delivered an apparently normal 4 
pound 34 ounce immature male infant, 1 month pre- 
maturely. The placenta had to be removed manually ; 
it was small and fibrous with many necrotic areas. 
The mother had a normal postpartum period. The 
baby was kept in the nursery for 3 weeks and dis- 
missed in good condition. 

In my opinion the above cases are descriptive 
of the role of chronic brucellosis in obstetrics. I have 
treated 12 other cases with the same results. 

TREATMENT 

The treatment of chronic brucellosis taxes the 
ingenuity of the physician and requires an infinite 
amount of patience. The patient as well as the physi- 
cian must understand that this disease is chronic in 
the great majority of cases and regardless of treat- 
ment there will be exacerbations in which the patient 
is subject to all of the old symptoms. 

Administration of brucellosis vaccine is the treat- 
ment. of choice. As in the cases described above, | 
treat through pregnancy until delivery. I use Brucella 
abortus vaccine, starting at 1.0 cc., 1:10 dilution, which 
is equal to 0.1 cc. of straight vaccine, intramuscularly 
at weekly intervals. The vaccine is increased 0.1 cc. 
each week, unless there is a reaction to it, in which 
case smaller doses are given. I increase the vaccine 
dosage until it reaches 0.5 cc. of the straight vaccine, 
then continue that dosage at weekly intervals. 

The diet is supplemented with multiple vitamins, 
including the “trace” minerals. The use of the “trace” 
minerals is based on work in nutrition as described by 
Albrecht* of the University of Missouri. If there is 
complaint of muscle ache I add vitamin E to the daily 
intake. 

I am thoroughly convinced that osteopathic ma- 
nipulative therapy enhances response to this treatment. 
However, in my experience, these cases respond better 
to light manipulative procedures. The reticuloendo- 
thelial system has to be stimulated so that the toxins 
of this infection are kept at the minimum. It is im- 
portant to remember that one of the common findings 
of blood counts is a relative leukopenia. 

In gynecologic cases the use of intrapelvic heat 
is most effective. 

CONCLUSION 

This paper has been presented with the intention 
of stimulating interest in a chronic disease that is far 
more prevalent than the average physician realizes. 

Not only cases that abort should come under con- 
sideration; in my experience sterility patients having 
chronic brucellosis have responded to treatment. 

For gynecologic patients with amenorrhea, dys- 
menorrhea, and chronic pelvic complaints that on bi- 
manual pelvic examination yield no pathologic findings, 
I urge consideration of chronic brucellosis in evaluating 
their condition. 


722 Harries Bidg. 
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Early Detection of Potential Toxemia 
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INTRODUCTION 

The toxemias of pregnancy provide an ever fertile 
field for investigation. Whenever and wherever at- 
tention has been turned toward theories of etiology 
and therapy, the courses pursued have been interesting 
and in many cases have resulted in reductions of 
maternal and fetal morbidity and mortality. Perhaps 
the two most dramatic changes in recent years have 
been concerned with specific nutritional management 
and a re-evaluation of hormonal standards. With 
respect to the toxemias of pregnancy, investigation 
of methods permitting early or preclinical diagnosis of 
symptoms which terminate in eclampsism is urgently 
needed. 

It is accepted that the many pre-existent and co- 
existent conditions present as intrinsic and extrinsic 
factors, when eliminated or controlled, alter the course 
of a pregnancy in terms of the well-being of the 
patient. At present it is our thought that if we can 
develop a method or further a method previously in- 
vestigated that would diagnose potential toxemia, then 
a more efficient control of therapies could be instituted. 
In the past, obstetricians have noted that patients 
expending efforts more than usual have a transitory 
rise in blood pressure and in many instances these 
same patients came to term with symptoms of toxemia 
of pregnancy. Brill and his associates,’ conducting 
tests such as we have attempted to follow in part, can 
be considered as having accomplished two things: first, 
they have determined that a vascular tree with a 
potential hypertonus may be hypertensive at term ; and, 
second, they have described a test which may be used 
to determine early the existence of the prehypertensive 
condition. 

Accepting the symptom of hypertension as indica- 
tive of toxemia of pregnancy, we also hope to prove 
that it is possible to determine potential victims of this 
symptom-complex. The problem is to be studied for 
possible solution in the pregnant human and by objec- 
tive clinical testing. Although our initial investigation 
is small in scope, we propose to extend the study for 
3 years. If the results are as promised, we intend to 
use this method of objective testing as a means of 
measuring the effectiveness of various phases of pre- 
partum care and therapy. 

The experiments of Brill and his associates’ were 
executed with a Krasno-Ivy Flicker Photometer,’? an 
instrument which is available commercially. Because 
of our desire to study the -2lation of potential hyper- 
tension to toxemia of pregnancy, we undertook the 
development of a similar appliance with the assistance 
of a developer of precision instruments whose spe- 


1 


cialized knowledge covered mechanics, associated 
physiology, and an understanding of sources of error 
from a mechanical viewpoint. 

The test is based upon the ability of a subject to 
detect changes in a light as the apparent source ranges 
from a steady or constant output to a flickering ele- 
ment. It is a test of the visual acuity of the patient, 
and the results are interpreted in reference to potential 
hypertension. 

It is possible to regulate an electric light bulb 
to act as the source to be observed. Decreasing the 
available power will cause flickering, but it must be 
borne in mind that local power surges, the turning on 
and off of x-ray equipment in the same building, and 
the operation of the elevators and electrosurgical ma- 
chines may constitute sources of mechanical error. 


The appliance described below, in its final testing 


phase, developed a synchronous “beat” between the 
revolving windows and a drop in the cyclic current 
which produced a flicker-like sensation over and above 
that which was being used for testing. 

DESCRIPTION OF APPARATUS 

The working model now in use is housed in two 
units approximately 12 by 10 by 8 inches. For pur- 
poses of general description, it consists of a synchron- 
ous constant speed motor running at 3,600 revolutions 
per minute working through a set of gears to revolve 
a disk. Fitting securely against the disk is a cage 
containing two balls, one ball resting on the motor 
driven disk. Movement imparted by the disk to this 
ball will cause the second ball, which rests on an 
axle, to move; this movement causes the axle to move. 
At one end of the axle is a circular shield which has 
in it four equally spaced windows. The revolving 
axle causes the shield to move. The shield, with its 
windows, is placed in front of a fixed source of light. 
The light passes through the windows in the shield to 
be observed through an opaque window 12 inches 
square in the front of the machine. 

Attached to the ball-cage section is a speed con- 
trol knob. By means of this knob, the ball-cage is 
placed in contact with the first revolving disk at 
various points along the radius of the disk. When 
the ball-cage is placed at the center of the disk no 
movement is imparted to the first ball and, there- 
fore, no movement is imparted along the series to 
cause the windows to revolve. When the ball-cage is 
placed at the periphery of the revolving disk, maximum 
movement is imparted to the first ball. This causes 
the second ball to move, and motion is thus dispatched 
along the circuit. Placing the ball-cage at any inter- 
mediate distance from the center toward the periphery 
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will impart motion in direct ratio to the distance the 
ball-cage is from the center of the disk. 

The speed control knob is marked with a cali- 
brated dial from which the readings are taken by the 
examiner. The dial is so placed and the conditions 
for conducting the experiments are such that at no 
time during the testing is the dial discernible to the 
examiner or the patient. 


METHOD OF TESTING 


The patients examined were drawn from two 
sources. The control group were unselected private 
patients of one of the authors. The reason for limiting 
the selection of controls was to minimize the error 
that could be attributed to differences in prepartum 
care. All the controls were under identical regimes 
which in general are in accordance with acceptable 
adequate prepartum care. It is reasonable to believe 
the control group were following prepartum instruc- 
tions. 

The study group were clinic patients of the Phila- 
delphia College of Osteopathy. While these patients 
were under a standard regime of prepartum manage- 
ment, it is reasonable to assume they did not adhere 
to the prescribed programs. We believe this to be so 
because of the factors of environment, financial status, 
and mental level. 

The physical testing was conducted by two senior 
students (1952-53), each of whom performed one duty. 
It was reasoned that human error could be minimized 
by standardization of approach and technic in ex- 
planation to the patients and also by lessening the 
enthusiasm that may occur when changing personnel 
frequently. As the project continues and the present 
assistants approach graduation, two new aides will be 
secured from the present junior class. 

One student was in charge of testing the patients 
with the flicker photometer and initiating the records ; 
the other examined the eyeground of patients who 
responded with a positive test. The eyeground examina- 
tion was conducted immediately after a positive flicker 
test in order to determine whether or not fundal 
pathology was present at that time. Any aberration 
found on fundal examination was cause for the pa- 
tient to be referred back to the Department of Oph- 
thalmology for further study. 

The routine of the clinics was not changed appre- 
ciably. Obstetric patients were examined as soon as 
practicable after registration by members of the De- 
partments of Internal Medicine and Ophthalmology 
as well as by members of the Department of Obstetrics 
and Gynecology. Appointments were made for flicker 
tests between 9 and 11 a.m. Patients were instructed 
not to partake of alcohol during the 24 hours pre- 
ceding or tobacco on the morning of the examination. 

The examining room was of good size and, while 
other equipment may have been present, no other 
activities took place in the room at the same time. 
The patient was permitted to rest 10 minutes while 
an explanation was offered about the workings of the 
machine and the responses sought. The patient sat 
6 feet from the appliance which was placed on a 
table 32 inches high. The machines were set in 
motion, pointing out the flicker fusion levels that 
were to be noted when seen by the patient. 

At the actual running of the experiment the 
room was darkened, and the machine activated to 
operate at maximum revolutions. The revolutions 
were slowly decreased until the patient noted the 
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appearance of a flicker. The calibrated dial was then 
read by the examiner. The machine was then operated 
from minimum revolutions toward maximum revolu- 
tions until the patient indicated fusion of the flickers. 
This reading was noted. A third trial was in the 
direction of the first. The results were added and 
averaged to obtain a mean. 

Medication (1/100 grain of nitroglycerin) was 
then placed sublingually and 2 minutes allowed for its 
absorption. The three tests as described above were 
then repeated at 2-minute intervals. 

Ten minutes after the completion of the second 
phase, the test would be repeated in its three steps. 

At the end of the examinations the patient was 
questioned as to any untoward effects of the medi- 
cation and the use of alcohol or tobacco contrary to 
directions. Finally her history was reviewed for other 
pertinent data. 

The figures obtained are labeled FFT, denoting 
Flicker-Fusion Test or Flicker-Fusion Threshold. This 
is merely an arithmetical expression of the patient’s 
objective ability to differentiate the transition from a 
steady source of light to a flickering source and/or 
vice versa. The averages obtained from the second 
series (after the administration of nitroglycerin) were 
greater or less than those from the first series. If 
the second mean was less than the first, the FFT was 
considered negative. If the second mean was greater 
than the first, then the FFT was considered positive. 

At regular intervals until after delivery, the charts 
of all the patients were reviewed for symptoms of 
the onset of toxemia of pregnancy. 


BASIS FOR VALIDITY OF TEST 


A basis for the apparent validity of the test is 
as follows:' Seemingly normal subjects will respond 
to a dose of nitroglycerin by dilatation of the retinal 
vessels and resultant congestion of the area, making 
recognition of a flicker slower than before adminis- 
tration of the medication. The potential vasopastic 
will have a similar initial local reaction (dilatation of 
the retinal vessels), but the end result will differ. The 
blood flow will be improved, the area will be better 
oxygenated, and visual acuity will be increased. These 
patients will recognize a flicker more quickly than 
during the first or nonmedicated test. 


DESCRIPTION OF RESULTS 


Combined controls and study group permitted 
examination. of 50 patients. Nine patients were in the 
control group, the remaining 41 were in the study 
group. Eight primigravidas and 42 multigravidas were 
surveyed. 

Of the primigravidas, 6 had negative FFT, and 
2 had positive FFT. Of the multigravidas, 36 had 
negative FFT and 6 had positive FFT. Thus 8 pa- 
tients in the group were potentially hypertensive and, 
on the basis of the hypothesis, should develop the 
symptom-picture of toxemia of pregnancy as they 
approach term. 

DISCUSSION 


It must be remembered this test is based on the 
hypothesis that a potentially hypertensive female is a 
candidate for hypertension late in pregnancy, and, 
on the basis of hypertension, a candidate for toxemia 
of pregnancy. Regardless of results of the test, the 
pregnancy as it progresses must be considered from 
a practical and clinical viewpoint by the obstetrician. 
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The test is merely a test for potential hypertension, 
although Krasno and Ivy* believe that the presence 
of fundal vasomotor hypertonus can be used to pre- 
dict the deterioration of the physical state. It is quite 
possible that a positive FFT could precede other posi- 
tive findings by several weeks or months. 

For the past 3 years, members of the Department 
of Ophthalmology have been examining the eye- 
grounds of clinic obstetric patients as soon as possible 
after registration. They have yet to obtain positive 
findings preceding signs and symptoms of toxemia 
of pregnancy.® 

Several explanations, suggesting ideas for further 
search, have been offered. One such explanation bases 
the differences of visual acuity before and after medi- 
cation on the effect of the nitroglycerin on the higher 
centers. The “higher center” explanation has become, 
in Our opinion, somewhat of a catchall. 

A second explanation is based on the effect that 
visual disturbances are present in hypertensives, and 
the transitory feature of oxygenation results in better 
vision. 

A third and intriguing explanation is related to 
the acetylcholine-cholinesterase balance in pregnancy.* 
Accompanying the symptom-picture of the toxemias is 
a drop in the acetylcholine or rise in the cholinesterase, 
regardless of the cause and whether the relationship 
is actual or relative. In disturbances of the vision, a 
decrease in acuity, this same change in acetylcholine- 
cholinesterase balance can be demonstrated. The 
question can be posed: Have we discovered an early 
sign—a systemic manifestation of disturbed acetyl- 
choline-cholinesterase balance—that predicts toxemia 
of pregnancy? 

As a point of academic discussion, acetylcholine 
is low or nearly absent in glaucoma in the primary 
humor. This evidence is a secondary effect and is 
considered partially or entirely caused by a disturb- 
ance in the vasomotor control of the mechanism of 
vision. Acetylcholine is a powerful dilator and is 
ordinarily liberated locally by the cholinergic nerve 
endings. Another question to consider: Does the 
nitroglycerin neutralize the cholinesterase if the latter 
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is too abundant? Would these be the factors that may 
possibly make this clinical test valid? 

Concerning the 8 patients with positive FFT, sev- 
eral remarks are in order. The readings obtained on 
a Krasno-Ivy Flicker Photometer are in flickers per 
second. Our unit was calibrated very closely to that 
standard, but our readings were higher by as much 
as 15 flickers per second. Several factors, including 
delayed reaction time on the part of the examiner and 
error in calibration, may be the cause for the differ- 
ence. On the other hand, our readings may be entirely 
correct. Regardless of the reason for the difference 
the flicker fusion threshold determination using ovi 
appliance must be considered consistent for a par- 
ticular patient at that particular time. The final read- 
ings were recorded in differences of 1/10 second 
between negative and positive. We have not yet 
arrived at a satisfactory variant or factor of error. 
When such is determined, we may reduce the number 
of positive FFT patients. 

Of the 8 patients with positive findings, 1 was 
delivered at term with signs highly suggestive of 
toxemia of pregnancy and 1 is now approaching term 
with a slowly but steadily rising systolic pressure. 
Of the 6 remaining patients, 1 had a positive FFT 
difference of 2/10 second, and 5 had a difference 
of 1/10. 

SUMMARY 

1. The need for a method of early detection of 
toxemia of pregnancy was discussed. 

2. Materials and methods were described for test- 
ing by means of a flicker photometer, and description 
of the authors’ apparatus presented. 

3. Bases for the validity of results were detailed. 

+. Results of clinical application were given. 
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Book Notices 


OPERATIVE GYNECOLOGY. By Richard W. Te Linde, Pro- 
fessor of Gynecology, Johns Hopkins University and Chief Gyne- 
cologist, Johns Hopkins Hospital. Ed. 2. Cloth. Pp. 902, with 
illustrations. Price $20.00. J. B. Lippincott Co., E. Washington Sq., 
Philadelphia 5, 1953. 


The vast amount of gynecologic surgery done in this 
country and the relatively small number of residencies and 
preceptorships in the specialty created a situation where a 
comprehensive text on the subject seemed to Dr. Te Linde to 
be urgently needed. Although “Operative Gynecology” was 
written particularly for men in resident training, the author 
believed that it would help answer the need for such a text. 


The first edition appeared in 1946, and its wide acceptance 
seemed to bear out his belief. 

This, the second edition, records the advancements of 6 
years, which considered singly have not been dramatic, but 
considered collectively have been impressive. In the new edi- 
tion the use of antibiotics has been covered; vaginal smear for 
the detection of uterine cancer has been evaluated; the entire 
subject of cervical cancer and its treatment in various stages 
has been reconsidered; and the progress in surgical treatment 
of urinary incontinence, in plastic operations for the formation 
of artificial vaginas, and the repair of large incisional hernias 
has been recorded. New chapters covering the use of pessaries, 
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surgery of the double uterus, culdoscopy, carcinoma of the 
cervix in situ, and sarcoma of the uterus have been added. 

The excellent and numerous illustrations and the detailed 
description of operative, preoperative, and postoperative tech- 
nics alone would make this book worth while for any physician 
doing any gynecologic surgery. 


THE TOXEMIAS OF PREGNANCY. By William J. Dieckmann, 
S.B., M.D., Mary Campau Ryerson Professor and Chairman of the 
Department of Obstetrics and Gynecology of the University of Chicago; 
Chief of Service of The Chicago Lying-in Hospital and Dispensary; 
Attending Gynecologist, Albert Merrit Billings Memorial Hospital of 
the University of Chicage; Associate Editor of the American Journal 
of Obstetrics and Gynecology. Ed. 2. Cloth. Pp. 710, with illustrations. 
Price $14.50. C. V. Mosby Company, 3207 Washington Blvd., St. Louis 
3, 1952. 

Throughout the ages toxemia has probably been a very 
important although unrecognized cause of both maternal and 
fetal mortality. At present it has an incidence of 8.0 per cent 
in hospital deliveries, and in some areas it is the principal cause 
of maternal death. This volume is entirely devoted to toxemia 
and presents practically all known fact concerning it, but in 
spite of the extensiveness of the material covered and referred 
to, it does not give the answer to the cause of eclampsia, as 
the writer had hoped to do in his second edition. His explana- 
tion of the failure to discover the cause is applicable to many 
of the problems of medicine today: “Although there are 
numerous reports since 1940 (the publication date of the first 
edition), the number of new facts is disappointingly small. 
This is also true in other fields. Knowledge in all fields would 
advance much faster if the tesearch problem could be a 
concerted study by a number of investigators, several taking 
the same problem but pooling all results for analysis and 
study. Much more would be known about preeclampsia- 
eclampsia if this had been done.” 

While this volume is too detailed for the casual reader, 
it offers the latest knowledge of the toxemia of pregnancy 
and the results of a mature investigator to those who have 
need for or desire to know them. 


NURSES HANDBOOK OF OBSTETRICS. 
R.N., Formerly Night Supervisor Lying-In Hospital, New York City, 
and Field Director Maternity Center Association, New York City; 
Director Maternity Consultation Service, New York City; Lecturer 
in the School of Education, Department of Nurse Education, New 
York University, New York City; and Nicholson J. Eastman, M.D., 
Professor of Obstetrics in the Johns Hopkins University and Obstetri- 
cian-in-Chief to the Johns Hopkins Hospital. Ed. 9, completely revised. 
Cloth. Pp. 695, with illustrations. Price $4.75. J. B. Lippincott Co., 
E. Washington Sq., Philadelphia 5, 1953. 

The ninth edition of this standard textbook for nurses 
has been completely revised in an effort to include new material 
of value to the student and to delete material that has become 
outmoded. Statistics have been brought up to date, and _ bibli- 
ographies and tables on birth rates have been revised. As in 
previous editions, the authors emphasize integration of man- 
agement and nursing care and the social, economic, and public 
health aspects as they affect nurse-patient relationships in the 
hospital and home. The basic principles of obstetric nursing 
have been stressed, rather than special technics peculiar to any 
one hospital. The completeness of the coverage, the well-chosen 
glossary, the adequate index, and the many illustrations make 
this a book worthy of being placed in the hands of any 
student nurse. 


By Louise Zabriskie, 


MANUAL OF GYNECOLOGY. By E. Stewart Taylor, M.D., 
Professor and Head of the Department of Obstetrics and Gynecology, 
University of Colorado School of Medicine, Denver. Cloth. Pp. 204, 
with illustrations. Price $4.50. Lea & Febiger, Washington Square, 
Philadelphia, 1952. 

The purpose of this manual is to provide medical students 
and general practitioners with a concise but effective under- 
standing of the basic principles of gynecology. The writer’s 
broad teaching experience has made it possible for him to meet 
the needs of modern classroom study, which is meant to be 
supplemented by bedside experience. 
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Emphasis is placed on the medical, psychosomatic, and 
endocrinologic aspects of diagnosis and treatment, but there is 
sound guidance on every step of gynecologic procedure, from 
taking the history and making the examination to administra- 
tion of currently accepted therapy. The technical aspects of 
operative gynecology have been omitted, but indications and 
contraindications for many types of 
included. 

Listings of up-to-date collateral reading and the illustra- 
tions have been carefully chosen. 


operations have been 
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PHYSIOLOGICAL BASES OF 
STETRICS. By S. R. M. Reynolds, M.A., Ph.D., D.Sc., Dr. hon 
causa, Staff Member, Physiologist, Department of Embryology, Car- 
negie Institution of Washington; Lecturer in Obstetrics, The Johns 
Hopkins Medical School, Baltimore, Maryland; Professor honoris 
causa, Facultad de Medicina, Universidad de la Republica Oriental del 
Uruguay, Montevideo, Uruguay. Cloth. Pp. 153. Price $5.50. Charles 
C Thomas, Publisher, 301-327 East Lawrence Ave., Springfield, IIL, 
1952. 

This monograph of the American Lecture Series in Gyne- 
cology and Obstetrics contains lectures which were a part of a 
course given on the postgraduate level for physicians at the 
Facultad de Medicina de Montevideo, where the term “gyne- 
cotokology” is used for the two words, gynecology and 
obstetrics. The writer concurs in the use of this term and in 
the thought which lies behind it, because it is his belief that 
all uterine functions are inextricably related to each other. 

The intent of this book is to bring to gynecologists and 
obstetricians, too busy for detailed study of the large literature 
on their subjects, knowledge of new developments. The in- 
formal and easy flowing style will be as -helpful in the 
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assimilation of the contents as will be the writer's simplifica- 
tion—but not oversimplification—of the material presented. 


CORNELL CONFERENCES ON THERAPY. By Harry Gold, 
M.D., Managing Editor; David P. Barr, M.D.; Frank C. Ferguson, 
Jr., M.D.; McKeen Cattell, M.D.; Frank Glenn, M.D.; and George 
Reader, M.D. Vol. 5. Cloth. Pp. 295. Price $4.00. The Macmillan 
Company, 60 Fifth Ave., New York 11, 1952. 

Volume V of this outstanding series takes its place along 
with its predecessors as a valuable addition to the therapeutic 
literature of the day. Since the inauguration of the Conferences 
in 1937, they have presented completely modern thought ap- 
plicable to the problems of the day by exploring aspects of 
special interest, analyzing evidence on controversial points, and 
elaborating the pharmacologic, physiologic, and chemical bases 
of therapeutic measures on a _ level compatible with the 
knowledge of the general practitioner. 

Included among the fifteen Conferences reported in this 
volume are those on Treatment of Cough, The Management of 
Fever, General Indications for Vitamin Therapy, Treatment of 
Obesity, Low Cholesterol Diet in the Treatment of Athero- 
sclerosis, Use of Sedatives and Narcotics, Addiction as a 
Complication of the Therapeutic Use of Drugs, Relief of Pain 
by Ethyl Chloride Spray, Use of Curare and Curare-Like 
Agents, Treatment of Carbon Monoxide Poisoning, and 
Treatment of Pneumonia. 

The eminently practical value of the material presented is 
attested by the wide usage of the preceding volumes. Physicians 
in general will find the contents of this volume as widely useful. 


SYNOPSIS OF PATHOLOGY. By W. A. D. Anderson, M.A., 
M.D., F.A.C.P., Professor of Pathology, Marquette University School of 
Medicine; Pathologist, St. Joseph’s Hospital, Milwaukee, Wisconsin. Ed 
3. Cloth. Pp. 787, with illustrations. Price $8.00. The C. V. Mosby 
Company, 3207 Washington Blvd., St. Louis 3, 1952. 

This synopsis continues to fulfill its original purpose—that 
of bridging a gap between the elementary manuals and the 
detailed texts of pathology. The many changes in this edition 
testify to the fact that pathology is not a static science and 
warn of the necessity of keeping abreast of developments. 

This text is suited to the need of the busy physician as 
well as to those of the busy medical student, intern, or resident. 
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Fifty-Seventh Annual Convention, : 
Chicago, July 13-17, inclusive. Pro- NASAL DECONGESTANT 
gram Chairman, Roger E. Bennett, . 
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You need DRY HEAT 
to sterilize instruments 
that corrode readily 


Proper technique in sterilizing high- 
carbon steel instruments which 
corrode readily, calls for exposure to dry 
heat at 250° F. for at least four hours, 
preferably overnight. Instruments should 
be thoroughly clean before being placed 














into the sterilizing chamber. 


How the Pelton Sterilizes with Dry Heat 


To use the Pelton Autoclave as a 
dry heat sterilizer, you insert the 
instruments in the inner chamber, 
lock the door, close both release 
valves so that steam will remain in 
the outer chamber and not enter 


the inner chamber. Turn on the 
switch for automatic operation 
overnight. The load will heat to 
250° F. and in the morning your 
instruments will be safely steri- 
lized, dry, and ready for use. 


Only Pelton Autoclaves give both pressure steam 
and dry heat sterilization. 


THE PELTON & CRANE CO., DETROIT 2, MICHIGAN 
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vember 3-5. Executive Secretary, Mr. 
Walter E. Gray, 210 Braniff Bldg., 
Oklahoma City. “v’ogram Chairman, 
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Osteopathic College of Ophthalmology 
and Otorhinolaryngology, annual meet- 
ing, Hotel Statler, Los Angeles, Oc- 
tober 22-24. Executive Secretary, Mr. 
William S. Konold, 50 E. Broad St., 
Columbus 15, Ohio. Program Chair- 
man, J. E. Leuzinger, 1813 Pine St., 
Philadelphia 3. 


Rocky Mountain Osteopathic Confer- 
ence, Broadmoor Hotel, Colorado 
Springs, November 13-15. Secretary, 


C. Robert 
Denver 18. 


Starks, 1459 Ogden St. 


Vermont, annual meeting, Montpelier 
Tavern, Montpelier, September 30-Oc- 
tober 1. Secretary, Howard I. Slocum, 
Battell Block, Middlebury. Program 
Chairman, Thomas P. Dunleavy, 162 
N. Main St., Barre. 


Western States Osteopathic Society of 
Proctology, annual meeting, Westward 
Ho Hotel, Phoenix, Ariz., October 
12-14. Secretary, E. F. Waters, 925 E. 
South Temple St., Salt Lake City 2, 
Utah. Program Chairman, Lee R. 
Borg, 1130 W. Santa Barbara Ave., 
Los Angeles. 
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National Boards 
ALASKA 

Anyone wishing to take basic science 
examinations should address the secretary 
of the Basic Science Board of Examin- 
ers, C. Earl Albrecht, M.D., Box 1931, 
Juneau. 


State and 


ARIZONA 
Basic science examinations September 
15 at the University of Arizona. Appli- 
cations must be filed by September 1. 
Address Herbert D. Rhodes, Ph.D., sec- 
retary, Basic Science Board, University 
of Arizona, Tucson. 
COLORADO 
Basic science examinations September 
9-10, Lecture Room, Y.M.C.A. Bldg., 
16th and Lincoln Sts., Denver. Applica- 
tions must be filed by August 26. Address 
Esther B. Starks, D.O., secretary, Basic 
Science Board, 1459 Ogden St., Denver. 
CONNECTICUT 
Professional examinations in July. Ap- 


| plications must be filed immediately after 
| candidates have been notified that they 
| have passed the Healing Arts Board. 


Address Frank Poglitsch, D.O., secre- 


| tary, Osteopathic Examining Board, 300 
| Main St., New Britain. 


Basic science examinations October 10, 


| Room 23, Lampson Hall, Yale Univer- 


sity, New Haven, Conn. Applications 
must be received no later than 2 weeks 
before examination. Address Miss M. G. 
Reynolds, executive assistant, State 
Healing Arts, 110 Whitney 
Ave., New Haven 10. 
DELAWARE 
Examinations July 14. Address Jo- 


| seph McDaniel, M.D., secretary, Board 
of Medical Examiners, 229 S. State St., 
| Dover. 


GEORGIA 
Hassie H. Trimble, Jr., Moultrie, and 


| Harry E. Huff, Tifton, have been ap- 
| pointed 


to the Board of Osteopathic 


Examiners. 
ILLINOIS 
October 6-8. Address 


Examinations 


| M. C. Hobart Engle, director, Depart- 


ment of Registration and Education, 


| Springfield. 


IOWA : 
Basic science examinations October 13, 


| Capitol Bldg., Des Moines. Applications 


must be filed prior to examination. 
Address Ben H. Peterson, Ph.D., sec- 
retary, Board of Basic Science Examin- 
ers, Coe College, Cedar Rapids. 
MARYLAND 
Examinations in October. Address 
Christopher L. Ginn, D.O., secretary, 
Board of Osteopathic Examiners, 330 N. 
Charles St., Baltimore 1. 
MINNESOTA 
E. C. Goblirsch, Little Falls, has been 
reappointed to the Board of Osteopathic 
Examiners for a term expiring in Janu- 
ary, 1958. 
MONTANA 
Examinations September 1 at Helena. 
Applications must be filed 2 weeks in 
advance. Address Asa Willard, D.O., 
secretary, Board of Osteopathic Examin- 
ers, Wilma Bldg., Missoula. 
NEVADA 
Basic science examinations October 6. 
Applications must be filed by September 
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24. Address Dr. Frank Richardson, sec- 
retary, Board of Examiners in the Basic 
Sciences, University of Nevada, Reno. 


NEW HAMPSHIRE 
Examinations September 9-10. Appli- 
cations must be filed by September 9. 
Address John S. Wheeler, M.D., secre- 
tary, Board of Registration in Medicine, 
107 State House, Concord. 


OKLAHOMA 
R. V. Montague, Okmulgee, has been 
appointed to the Board of Osteopathy 
for a term expiring April 19, 1956. 


RHODE ISLAND 
Basic science examinations August 12, 
at 365 State Office Bldg., Providence. 
Applications must be filed by July 27. 
Address Mr. Thomas B. Casey, Adminis- 
trator of Professional Regulations, 366 
Office Bldg., Providence. 


TENNESSEE 
Examinations July 29-30 at Nashville. 
Applications must be filed 15 days prior 
to examination. Address M. E. Coy, 
D.O., secretary, Board of Examination 
and Registration for Osteopathic Physi- 
cians, 1226 Highland, Jackson. 


WISCONSIN 
Basic science examinations September 
19, 8 am.-5 p.m., Assembly Chamber, 
State Capitol, Madison. Address Prof. 
W. H. Barber, secretary, Board of Ex- 
aminers in the Basic Sciences, 621 Ran- 
som St., Ripon. 


REREGISTRATION OF OSTEOPATHIC 
LICENSES 


September 1—Nebraska, $1.00. Ad- 
dress George P. Taylor, D.O., secretary, 
Osteopathic Board of Examiners, 827 
Jackson St., Sidney. 

September 1—Ohio, $2.00. Address H. 
M. Platter, M.D., secretary, State Medi- 
cal Board, 21 W. Broad St., 
bus 15. 


Colum- 


EXAMINATION BY NATIONAL BOARD 


The National Board of Examiners for 
Osteopathic Physicians and Surgeons 
conducts Parts I and II of its examina- 
tion on the first Thursday and Friday 
of each May and December at the six 
approved colleges. Application blanks 
may be obtained from the secretary or 
the dean of the college, and the com- 
pleted application blank, together with a 
passport photograph and check for the 
parts to be taken, must be in the secre- 
tary’s office by the November 1 or April 
1 preceding the examination. 

Examinations in Part I consist of 
anatomy, including histology and embry- 
ology; physiology; physiological chemis- 
try; general pathology; and bacteriology, 
including parasitology and immunology. 

Part II consists of examinations in 
surgery, including applied anatomy, sur- 
gical pathology, and surgical specialties; 
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stung 
by 


Tabanus 


Insect bites, while seldom dangerous, 
can be complicated by 


—calamine, “best... removed from 


professional medicine’ 


"1 


—phenol derivatives, identified as 
sensitizing agents* 


—topical anesthetics of the “caine” family, 


liable to cause contact dermatitis* 


—antihistaminics, known to be 


“ 


.. great sensitizers. ”* 





</ CALMITOL 





the non-sensitizing antipruritic is preferred 


“_.. because of its freedom from phenol, 
cocaine, cocaine derivatives and other 
sensitizing agents."*? CALMITOL 

contains camphorated chloral, 
hyoscyamine oleate and menthol, 

known for their antipruritic effectiveness. 


1. Goodman, H.: J.A.M.A 


129:707, 1945. 


2. Lubowe, |. I.;: New York State J. Med. 50:1743, 1950. 
3. Nomland, R.: Postgrad. Med. //:412, 1952. 


Shes. Leeming Ob Ge Src. \55 East 44th Street, New York 17, N.Y. 


obstetrics and gynecology; pediatrics; 
neurology and psychiatry; public health, 
including hygiene; medical jurispru- 
dence; osteopathic principles, therapeu- 
tics, including pharmacology and materia 
medica. 

Part III is an oral and practical ex- 
amination given in Philadelphia, Chicago, 
Kirskville, and Los Angeles under the 
supervision of a chief examiner who is 
a member of the Board and by a panel 
of associate examiners. Subjects covered 
in Part III are anatomy; physiology; 
pathology; osteopathic principles, thera- 
peutics, and pharmacology; surgery; 
ophthalmology and otorhinolaryngology ; 
obstetrics and gynecology; physical and 
clinical diagnosis; public health and com- 
municable diseases. 


Eligibility requirements are as follows : 
Part I, satisfactory completion of the 
first 2 years in an approved school of 
osteopathy; Part II, satisfactory com- 
pletion of Part I and of the first two 
quarters or trimesters of the senior year 
in an approved osteopathic college; Part 
III, satisfactory completion of Part II 
and at least 6 months of a 1 year’s 
internship approved by the American 
Osteopathic Association. The internship 
requirement does not apply to candidates 
who took Part I prior to July, 1950. 

Application must be filed with the 
secretary of the Board not less than 
30 days prior to the examination dates. 
Address Paul van B. Allen, D.O., sec- 
retary, 1512 N. Delaware Street, In- 
dianapolis 2, Indiana. 
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with attendant symptoms 
of biliary dysfunction 





(as so often is the case) |. 
you will find 

appropriate therapy in 
Zilatone tablets 


TABLETS 


zilatone 


for biliary constipation 


BILE SALTS ...to improve 
biliary function 


MILD LAXATIVES 


...to relieve 


constipation 
DIGESTANTS ...to combat 
dyspeptic distress 


Available at all pharmacies 
in boxes of 20, 40, and 80 


tablets; 


also in bottles of 


500 and 1000 


Generous trial samples to 
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Drew Pharmacal Co., 


Inc. 
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“WE ARE IN DANGER OF BUILDING 
A TOWER OF BABEL’* 


By Vannevar Bush, D.Eng., Sc.D.* 


Every scientist feels acutely today the 
effects of overspecialization. The volume 
of publication is so vast that it is impos- 
sible to keep abreast of it, even as the 
field of interest is narrowed. Whole 


*Reprinted from Public Health Reports, Feb- 
ruary, 1953. 


+Dr. Bush is president of the Carnegie Insti- 
tution of Washington. As wartime director of 
the Office of Scientific Research and Develop- 
ment he was intimately associated with develop- 
ments in nuclear fission and with the work of 
the Committee on Medical Research. Dr. Bush's 
address to the 23rd annual Scientific Assembly 
of the Medical Society of the District of Co- 
lumbia appeared in full in the January 1953 
issue of the Medical Annals published by the 
Society. These excerpts are presented with 
permission of the editors and the author. 


new sciences and branches of engineering 
appear, with their specialized societies 
and journals. Intensely progressive gath- 
erings of research workers develop their 
own jargon, unintelligible except to the 
initiated, heightening the barriers which 
separate their works from the main 
stream of progress. 

We are told that, long ago, there was 
a strange sort of real estate develop- 
ment. My memory of what I learned 
about it in my youth is somewhat hazy. 
But it seems that there was a project 
to construct some sort of Empire State 
Building, only much larger and more 
grandiose, reaching up toward the sky 
and mingling with the clouds. It was 
called the Tower of Babel. As the story 
goes, it was never completed, for the 
plans ended in confusion. The workmen 
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suddenly found that each one was speak- 
ing a special language and that no mai 
understood what the other was saying 
So the minor construction went on piec« 
by piece, but none of the pieces fitted 
and the general plan of construction was 
completely lost. We are in danger, in 
science, of building a Tower of Babel 
THE COMPLEXITY OF MAN 

This is especially true in the science 
that deals with man. For man is complex 
with a complexity far exceeding that 
which was assumed in the early days 
when the practice of medicine was a sim 
ple matter of applying empirical expe 
rience and the science of medicine was 
nonexistent. As we have learned more, s 
have we learned that there is vastly more 
to learn before any comprehensive over 
all understanding can emerge. A unitary 
organism has been found to involve the 
widest possible range of science, in the 
interconnected phenomena by which it 
functions to maintain existence in its en 
vironment. 

Very subtle organic chemistry appears 
in connection with its hormonic system, 
its enzymes and vitamins, its antibodies, 
the nucleic acids of its genetic apparatus, 
and the metabolism of its proteins. A 
mysterious process by which 2 
molds its 
own 


subsiance 
surrounding mcdium into i's 
image transcends all that classi 
chemistry has to teach. In the chemistry 
of muscle, that process, unused by man 
in his artificial engines, whereby the 
energy of chemical combination is trans- 
formed directly into mechanical work 
without the intervention of any other 
forms, leads us into thermodynamic and 
chemical considerations beyond our pres- 
ent comprehension. The electrochemistry 
of nerve action introduces relationships 
far more bizarre than those simple ef- 
fects which man utilizes in his batteries 
or his electrometallurgy. 

And all this is affected, in completely 
ungrasped ways, by the functioning of a 
brain, which in its mere complexity 
reaches far beyond the relatively feeble 
electronic computing devices of which 
man is currently so proud, and which 
undoubtedly also involves phenomena the 
mere nature of which we cannot now 
specify or define, much less examine. 
The human system is unbelievably com- 
plex, and its examination by research 
calls for all the that man has 
vet learned and for much which is still 
a closed book. 

All this gives zest to our endeavor. It 
makes the study of man by man the most 
challenging problem that can can con- 
ceive. There will be many researches, 
many papers, many lives lived, before 
there can emerge that integrated, com- 
plete understanding which alone can 
form a sound and adequate scientific 
base for the profession of medicine. And 
in the meantime we pursue individual 
paths, which continually diverge, which 
hecome daily more specialized ; and there 
is danger that the pioneers on the bound- 
ary of knowledge will completely lose 
touch with one another, that we shall 


science 





Journal A.O.A, 
July, 1953 


learn more and more about less and less, 
and that the grand design may be com- 
pletely obscured by the inconsequential 
detail which we pile up before it. 

I can give you no solution for the 
quandary in which we find ourselves. 
There is probably no single solution. But 
there are a number of 
would help. 


things which 


VERSATILITY AND UNDERSTANDING 


For one thing, I feel that it is obvious 
that the present day calls for more ver- 
satility and breadth of understanding. 
The difficulty is to acquire these virtues 
without at the same time becoming super- 
ficial. I feel that in our education, not 
merely in the field of medicine but in 
all the professions, we need more em- 
phasis on the ability to grasp, on learning 
to learn, with the sacrifice of a great 
deal of practical, detailed, factual know]- 
edge; more dépendence on ability to find 
and evaluate, and less on memory. For 
the facts presented to memory are today 
overwhelming in any profession, and the 
attempt to carry them all, even for a 
narrow field of practice, can lead only 
to mental indigestion and a_ stultifying 
of those qualities which distinguish a 
human brain from a book or an adding 
machine. 

This leads to the thought that we need 
to give attention to the means by which 
our accumulated knowledge becomes 
stored and transmitted. The printed page, 
the library, the spoken word, the lecture 
—in the forms in which they have operat- 
ed for centuries—are no longer adequate 
for the purpose. And we seem to be 
doing little to improve the means for 
gaining access to our accumulated knowl- 
edge, which is growing at a prodigious 
rate. The holdings of prominent univer- 
sity libraries have been doubling every 16 
vears for some time. The number of 
journals publishing results of original 
research runs into many thousands. The 
pace is now increased and especially 
marked in science. How many of you, 
for example, have time to keep up with 
the literature written in the various fields 
of medicine? 

It is strange that we seem to be so 
baffled by this problem in these days 
of intense mechanization. Machinery, 
control devices, and instruments, have 
entered many a field to make it possible 
to contend with growing intricacy of 
operation. A modern bank, a modern fac- 
tory or refinery could not operate with- 
out this mechanization. Sorting machines, 
automatic controls, applied power, and 
machines which make machines have en- 
abled us to build our civilization to its 
present point of high individual produc- 
tiveness, interrelationship, and standard 
of living. But these things have hardly 
touched as yet the ways in which we 
store and communicate our findings and 
our thoughts. 


NEW METHODS OF PUBLISHING 


Books and journals published for a 
limited group such as yours are bound to 
be expensive; they cannot be produced 
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by conventional means at prices that are 
easy to bear. This fact tends to reduce 
further the size of the group that can 
have easy access to them, however essen- 
tial to your profession may be the in- 
formation they contain. True, there are 
devices being built which will greatly 
decrease the cost of printing on paper. 
The day of metal type, which has served 
so long, may be nearing an end. New 
electronic photocomposition machines are 
beginning to produce books, and this is 
by no means the final step in a revolution 
of methods of printing. 

We also have microfilm. With some 
of the refined types of film developed 
during the war it is no exaggeration to 
state that the Encyclopedia Britannica 
could be compressed to the size of a 


matchbox. There are all sorts of useful 
but not revolutionary card sorting proc- 
esses and the cards can carry microfilm. 
There is a little used machine in exist- 
ence—the rapid selector—which can re- 
view items on a strip of microfilm at the 
rate of 1,000 items a second and print 
those which are selected in accordance 
with a code set on a keyboard. It could, 
for example, review the case histories of 
half a million hospital patients in 10 min- 
utes and present for aid in diagnosis 
printed copies of the few cases which 
corresponded to an unusual set of symp- 
toms and complications. I say it could, 
but as yet it does not. 

We might profitably give some atten- 
tion to our methods of indexing and cata- 
loging scientific literature. In an era of 
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chemical physicists, physical chemists, 
biophysicists, biochemists, neurologists, 
neuropathologists, neurosurgeons, clinical 
psychiatrists, and so on, it is difficult to 
know how our knowledge ought to be 
classified and how to thread our way 
through the classifications, once they are 
temporarily established, to find the in- 
formation that we need. 

The rapid selector mentioned above 
will select according to an established 
code, but the code must be developed 
on a rational principle so that it can be 
effectively operated. No system of coding 
or of indexing under established subject 
heads can efficiently serve to guide us 
through the written thoughts or findings 
of scientists when the very science in 
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which they work will not submit to defi- 
nition. We can only wish—the optimists 
among us may hope—that a way will be 
found for converting into some form of 
mechanism the kind of fluid indexing 
and cataloging that takes place in our 


minds. There is here a feature which 
man has not yet introduced into his 
machinery, a feature of great power, the 
pursuit of paths through a complex 
record by means of association of ideas. 
Modern electronics can do for us almost 
anything we ask in the way of rapid, 
involved operations upon masses of data. 
But we still tell our research findings 
to one another in much the same old 
way, and we record our research results 
in a mass of paper from which their ex- 
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traction becomes increasingly more la- 


borious. 

TWO LINES OF PRACTICAL ACTION 

There are two very concrete things 
that we can do in the present situatior 
that can help enormously. 

In the first place, we can be intelligible 
We can school ourselves—all of us—t 
express ourselves so that what we hav: 
to communicate can be quickly and easily 
apprehended by others within our profes- 
sion and in the nearly related profes 
sions. There is, as has recently been 
said, a moral obligation upon all of us 
to be intelligible. 

In the second place, we can gather 
integrate, interpret. We can take meas 
ures to encourage a few at least within 
our professions who have the native skill 
to gather, summarize, and interpret th: 
information developed by many worker 
—who can make great masses of seen 
ingly confused data clear, intelligible, an 
useful to their fellows. Men possessing 
this kind of skill are rare and need t 
be encouraged. In these hurried days 
their efforts in explaining where we are 
where we are going, and what recent 
developments really mean, is utterly in 
valuable. 

I said before that the most helpful 
thing that can be done to advance funda 
mental science is to find the truly gifted 
scientist and support him to the utmost 
Let me repeat this for the individua 
who can integrate the current strean 
of emerging knowledge. Only too ofter 
his work does not receive the recognitio1 
it deserves, and his labors are performed 
at the sacrifice, not only of his own ca 
reer in strictly novel research, but als: 
of his scale of living, for the direct 
rewards of this sort of publication ar¢ 
not large. I wish there were more gen 
erous support for labor of this sort and 
more recognition for this type of attain 
ment. Had I invented a new dynamite 
and reaped a fortune from it, I should 
be inclined to establish a Nobel Prize 
for the integrator and interpreter of sci 
ence, who can in these days often serve 
his fellows far more than the individual 
who merely adds one morsel to the grow- 
ing, and often indigestible, pile of ac- 
cumulated factual knowledge. 

The dangers and difficulties which at- 
tend us as the pace of scientific researcl 
is quickened and the field of knowledge 
expands into many new paths... are real 
and we would do well to devote dee; 
thought to their avoidance and to finding 
solutions for the problems they present 
Still, the most significant aspect of the 
present day in science is that we are 
going ahead energetically and accomplish- 
ing much. . . . It is far better that we 
should be embarrassed by the conse- 
quences of our rapid progress than that 
we should be bogged down to a snail’s 
pace. Our problems of integration and 
interchange are solvable if we will de- 
vote enough of our energy to grappling 
with them. 

These are invigorating days in science 
and its applications. And if we can only 
avoid the disaster of another world war, 
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I am convinced that we are on the 
threshold of great things, full of hope 
for a better future and a more healthy, 
happy race of men. 


THE HANDICAPS OF OVERWEIGHT* 


Overweight is harmful for a great 
variety of reasons. It not only curtails 
longevity, but it seriously handicaps in- 
dividuals in other and subtle ways. No 
age of life is spared; men, women, and 
children alike are affected. 

The adverse effects on health are the 
major penalties of overweight. To a 
certain degree, this is reflected in the 
lessened ability to withstand medical and 
surgical emergencies. For the most part, 
however, the effects creep up stealthily, 
and they do not show up until the 
individual is fairly well along in life. It 
is for this reason that it is necessary 
to stress the prevention of overweight 
through the establishment of good dietary 
habits in childhood. 

Today when the chief germ enemies 
of mankind are coming under control 
in most Western nations, the degenera- 
tive diseases stand out as the principal 
causes of chronic disease and disability. 
Evidences are numerous that overweights 
suffer more frequently and earlier from 
these conditions than do persons of lighter 
build. Hypertension, or high blood pres- 
sure, is a good example. This is illus- 
trated by a study made among Home 
Office employees of the Metropolitan 
Life Insurance Company. It was found 
that at ages 35 to 44 diastolic blood 
pressures of 90 millimeters of mercury 
or over were recorded for 26 percent of 
those classified as of heavy build, as 
compared with 15 percent of persons 
of medium build and 9 percent of per- 
sons of light build. At ages 45 to 54 
the proportion with elevated diastolic 
pressure was 45 percent for persons of 
heavy build, as compared with 31 percent 
for those of medium build and 20 per- 
cent for those of light build. 

A study of Army officers showed 
similarly that sustained hypertension de- 
veloped among overweights at an annual 
rate of 4.6 per 1,000, as compared with 
only 1.8 per 1,000 among officers who 
were not overweight. Further confirma- 
tion of this association between over- 
weight and hypertension is found in 
studies of industrial workers and appli- 
cants for Life insurance. Degenerative 
heart diseases, associated with arterio- 
sclerosis and hypertension, are likewise 
more frequent in overweights. 

Diabetes is perhaps the most striking 
penalty of overweight. Analysis of the 
weights of thousands of diabetic pa- 
tients of the George F. Baker Clinic 
showed that among those whose disease 


*Reprinted from Statistical Bulletin, Metro- 
politan Life Insurance Co., August, 1952. 
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began at ages 40 and over, 85 percent 
previously had been overweight in some 
degree and 60 percent markedly over- 
weight. 

In the popular mind, no condition is 
more characteristic of overweight than 
gallstones and other disorders of the 
biliary system. The common adage about 
gallstones—Fair, Fat, and Forty—holds 
true, except that a dark complexion is no 
protection against them. Evidence of the 
association of overweight with gall blad- 
der disease is found in the records of 
the Metropolitan Life Insurance Com- 
pany, which showed that more than half 
of the women and about two fifths 
of the men accepted for insurance with 
a history of the condition were appre- 
ciably overweight. Autopsy studies also 


reveal a higher incidence of gallstones 
in overweights than in individuals of 
average weight or less. 

The relationship between the over- 
weight and cancer is not clear cut, but 
cancer of the endometrium appears to 
be definitely more frequent in over- 
weight women than in those of lighter 
weight. The incidence of diabetes in 
obese women with cancer of this site 
is exceptionally high. 

Hernia is still another hazard of 
obesity. Among industrial workers it has 
been found to be about twice as common 
in overweights as in underweights. Fur- 
thermore, obesity adds to the risk of 
postoperative hernia. 

Certain rheumatic diseases are also 
frequently associated with obesity or are 
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made worse by it. Perhaps the outstand- 
ing example is gout, with which exces- 
sive indulgence in food and drink and 
accompanying overweight are so notori- 
ously associated. In degenerative arthri- 
tis—a common affliction of older people 
—the breakdown of the joint structures 
is hastened by the pressure of execessive 
weight, although it may not be caused 
by it. 

Overweight is not only in itself a 
health hazard but has an adverse influ- 
ence in many directions. Particularly 
important are the effects of overweight 
in pregnancy. Several studies have shown 
that complications of pregnancy are dis- 
tinctly more frequent and more serious 
in overweight women. Thus, the use of 
operative procedures for delivery is re- 


quired twice as often among overweight 
women as among women of normal 
weight. While maternal mortality is now 
low even for overweight women, the late 
effects of complications of pregnancy 
may be serious. Moreover, the stillbirth 
rate among obese women is between 1% 
and 2 times as high as in normal women. 
It is noteworthy also that an unduly high 
proportion of obese women bear large 
babies, and these mothers appear espe- 
cially susceptible to diabetes. 

Obese persons are also poorer surgical 
risks than normal persons. The prime 
hazards are vascular complications which 
constitute a principal cause of sudden 
deaths after surgery. For example, such 
complications have been found to be 
twice as frequent in overweights as in 
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persons of lighter weight who had intes- 
tinal operations or abdominal hysterec- 
tomies. 

Overweight is an adverse factor also 
for persons who are otherwise impaired. 
It hastens the onset of complications and 
increases mortality in many conditions 
such as hypertension, asthma, and bron- 
chitis. The likelihood of eventually 
developing diabetes in persons with gly- 
cosuria is much greater if they are 
overweight than if they are underweight. 

Obesity is often a handicap in_ the 
personal life of individuals. It can be 
a factor in employment, either because 
of the self-consciousness of the job-seek- 
ing overweight or because of the prefer- 
ence employers may give to applicants 
who are of normal weight. It is a 
handicap in social relationships too. The 
fat child is ridiculed by other children 
He is, therefore, likely to shun them 
and seek satisfaction in sedentary recrea- 
tion and in eating. The chances of mar- 
riage for the obese girl are less than for 
her thinner rival. The fat person is not 
always the jolly individual he is gener- 
ally pictured to be. His: overweight is 
sometimes a manifestation of his feeling 
of inadequacy. A vicious cycle may be 
set up in that this feeling contributes to 
continued overindulgence in food as a 
means of obtaining personal gratification. 

It is clear that overweight profoundly 
affects the life and health of many indi- 
viduals. The exact nature of the rela- 
tionship between overweight and many of 
the conditions mentioned is not always 
clear. The extra burden that overweight 
puts on various organ systems of the 
body is primarily mechanical. Overweight 
may reflect disturbances in body 
chemistry. Much research is being de- 
voted to this aspect of the matter. In 
any event, the correction of the obesity 
may prevent or delay the onset of these 
conditions if reduction is begun early 
Even after their development, weight 
reduction can help. For example, it is 
of major importance in treatment of 
persons with degenerative heart 
disease or with hypertension. 

Life insurance studies have demon- 
strated that the weight that is desirable 
to maintain throughout adult life is that 
which is normal at about age 25 or 30, 
with proper allowance for height and 
general body structure. Against this, 
there is a common tendency for weight 
to increase with age; unfortunately, 
many people accept this as inevitable. 
While weight reduction is best carried 
out under medical supervision, the patient 
is responsible for his own success in 
taking off weight. He must clearly 
understand that only a good but re- 
stricted diet in which the caloric intake 
is less than the energy output will enable 
him to get back to his proper weight, 
and that to maintain this weight he must 
never return to his old eating habits. 


also 


obese 


The solution of the problem of over- 
weight, which now is so important in 
the national health picture, is not easy, 
although the principle involved is simple 
—namely, cutting down the amount of 
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food consumed by fat people. The major 
difficulty lies in the fundamental psycho- 
logical factors behind overeating. Fortu- 
nately, increased attention is being given 
by physicians and health educators to 
this aspect of the problem, and new 
methods, such as group therapy, are 
being developed and tested which aim 
at helping overweights obtain insight into 
the underlying cause of their condition. 
Once this is accomplished, the chances 
are better for obtaining the patient’s co- 
operation in sustained efforts to bring 
and keep his weight down. 
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soft, smooth, gliding action that makes 66, Ore. oe ; = or: 
possible the restoration of normal func- — Si nen Ww. as - a W. Va, to 
tional evacuation. Cornstuble, N. E., from ) - Okla., to 

: 1383 E, Sist St., Tulsa 5, Okla. 

DPS Formula 112 is a balanced Cover, Evelyn Rawles, from Groveport. Ohio, 

ae to 2950 E. Broad St., Columbus 9, Ohio 

product, containing plantago ovata Cover, James E., from Groveport, Ohio, to 
. . 2905 ¥ 

(psyllium) hulls for soft, moist, non- ganas y eg BA gg BR to 

absorbable bulk and as a mechanical 2307 N. 32nd St., Philadelphia 32, Pa. 

‘ : Lape Culp, Roy V., from 500 Bryant Bidg., to 

aid to the correction of constipation. 1127 Scarritt Bldg., Kansas City 6, Mo. 

ti ‘ - ‘ Davidson, Lee E., from 2105 Independence 

In addition it contains edible whey Ave., to 3504 Troost Ave., Kansas City 


. asa Fe . Mo. 
as an aid to maintaining normal intes- Dierdorff, Gerald A., from 215 E. Jackson 


tinal flora; kelp for iodine; and mag- B vd., to 209 Medical Center Bldg., Med- 
© ord, re, 

nesium trisilicate, calcium carbonate Dobson, H. Frederic, Jr., from Route 8. Box 

. inal 7 s 749, to 3244 S. Broadway, Wichita 12, Kans. 

and magnesium dioxide, mild antacids Donley, Leonard H., from Larned, Kans., to 


and antifermentatives. Donley Osteopathic Hospital, 437 N. Cedar 


There is no irritation by harsh, out- Easton, Thomas M., from Farmington, Mich., 
F B ‘ to 92 Peterboro, Detroit 1, Mich. 

moded cathartics with DPS Formula Ellis, Norman R., from Philadelphia, Pa., to 

i ee . 2830 Idaho Road, Camden 4, N. J. 

112... its action is purely mechanical. Errico, Emil L., from Norristown, Pa., to 


. . 34-38 Black Pine Lane, Levittown, Pa. 
Expanding upon contact with water and Fanton, Vincent Q., from Avon Lake, Ohio, 
Y 


j j ivi to 503 Thurston Road, Rochester 19, % 
digestive teat DPS Formula 112 Fisher, Allen M., — 115% W. Tyler St., 
holds this moisture and forms a soft, to 309 Buffalo Gilmer, Texas 
. . Fraser, Donald E> , > 32 ‘Auburn Ave., to 
smooth mass which literally glides along gl Joslyn Ave., Pontiac 17, Mich. 

: : : orge, illiam M., from 334 N. Elm St., 
the intestinal tract pushing the fecal con- ot? 213 F. Main, St. West Carrollton, Ohio 
j lazer, artin rom 7283 Natural Bridge 
tent before it. EN oes Road, to 5601A St. Louis Ave., St. Louis 
For the dependable initiation and 20, Mo. 
. Goehring, Frank L. from Cresson, Pa., to 
maintenance of normal bowel habits Route 4, Box 572, Ocala, Fla. 
Gooch, Robert E., from 1452 W. Fifth Ave., 
SPECIFY: DPS Formula 112 (acro-syuy to 1857 Northwest Blvd., Columbus 12, Ohio 
—> Melvin P., from Route 3, Box 
to Route 3, Box 700, Bluefield, 


A Product of B _, E., Jr.. from 4002 Park 
to 4003 Park Blvd., San Diego 3, 


DARTELL LABORATORIES -. Herbert, from 2469 Overlook 


A Road, to 3189 Sycamore Road, Cleveland 
1226 S. Flower St.,Los Angeles 15, Calif. Heights 18, Ohio 


Grinnell, Leonard J., from Ponca City, Okla., 
to 412 Rivoli Theatre Bldg., Blackwell, 


‘> 


Okla. 

Grum, Dorcthy Crowell, from Torrance, Calif., 
to 2225 Cheisea Road, Palos Verdes Estates, 
Calif. 

Hall, Harry C., from Lorain, Ohio, to 5771 
Ridge Road, Parma 29, Ohio 

Haman, Robert Gordon, from Dallas, Texas, 
3706 Sunset Blvd., Los Angeles 26, Calif. N. Mex., to General Delivery, Carmel, Calif. to 1239 E. Irving Blvd., Irving, Texas 

Boling, Frederick W., from Miami, Okla., to Briner, Donald H., from Mercer, Pa., to Hand, William D., Jr., from Kansas City, 
316 Modoc, Nowata, Okla. 19483 Manor Ave., Detroit 21, Mich. Kans., to 605 Woodland Ave., Kansas City 

Brand, Burton, from Gillett, Wis., to Pulaski, Brink, Bruce C., from Kirksville, Mo., to 410 — 

Wis. N. Main St., Princeton, Ind. ’ William R., from Kansas City, Mo., 

Brewington, Margaret C., from Albuquerque, Brubaker, Richard E., from Espanola, N. to 1518 Sixth Ave., St. Joseph 41, Mo. 


ae 

















Raye pate? 
SS Se cid al 22 ERUY aes 
marked change in stool. Send for samples. tassium carb tor somples 


SEND FOR SAMPLE BORCHERDT MALT EXTRACT CO., 217 N. Wolcott Ave., Chicago 12, Ill. 


A gentle laxative mudifier of milk. One or 
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Hartman, Philip F., from 105 Main St., to 
26 /, First Ave., Mesa, Ariz. 


" a | 

Harvey, John D., from Box 447, to Pilot i 

Point Hospital-Clinic, Pilot Point, Texas | 
Hawk, Fred E., from St. Louis, Mo., to Box I 

151, O'Fallon, Mo. 
Hershman, Arnold, from Detroit, Mich., to j 

Doctors Clinical Group, 917 Airport Road, j 

Ferguson, Mo. | 
Hindman, Robert J., from Lincoln Park, | 

Mich., to 2557 Fourth St., Trenton, Mich. | 


Holt, Howard L., from Glendale, Calif., to 

2444 Harmony Place, La Crescenta, Calif. | c . 4 
Howe, Samuel W., from 304 Putnam St., to 

323 Third St., Marietta, Ohio 
Huneryager, Lloyd W., from Collinsville, 

Okla., to Turley, Okla. 

, Robert M., from Pompano Beach Hos- 
pital, to 1600 N. E. Second St., Pompano 
Beach, Fla. 

Hunt, R. Willard, from 1840 Massachusetts 

p to 34 Hancock St., Lexington 73, 


, Morris V., from 11225 §S. Vermont 
, to 849 W. 110th St., Los Angeles 44, 


~alif. 

Jackson, Gail G., from 222 Hart St., to Third 
& Hart Sts., Vincennes, Ind. 

Jaggers, Billie B., from Odessa, Texas, to 
Jaggers Osteopathic Clinic, 1300 W. Wall 
St., Midland, Texas. 

Javery, Herbert A., from 405 Grand Ave., to 
409-14 Hulman Bldg., Dayton 2, Ohio 

Johnson, Ernie E., from Prescott, Ariz., to 
Espanola, N. Mex. 

Johnson, William W., from Cleveland, Ohio, 
to 1394 Gladys Ave., Lakewood 7, Ohio 
Johnston, Sturgis E., from Le Claire, Iowa, 
to Mercy Hospital, 823 Faraon St., St. 

Joseph 54, Mo. 

Kenaga, Russell F., Sr., from 824 Morgan 

Bldg., to 2265 W. Burnside St., Portland 


5, Ore. 
Kohl, Walter A., from Los Angeles, Calif., : 
to 3121 Ledgewood Drive, Hollywood 28, 


‘ 
~ 
a ge K., from 1109 Gulf, to 208 W. NEW FLEXIBILITY a RITTER 


Tenth St., Lamar, Mo. al 
Kormer, Robert J., from Columbus, Ohio, 
to 215 E. Washington St., Sandusky, . : 
Kubala, Stephen F., from Nowata, Okla., The finest table ever designed to meet the varying needs 
og ghee <a 417 W. Wood of the general practitioner. The Ritter Universal Table lJ N Vy F R SA | 
ward St., enison, as re " — 
Lane, James M., from 3217 E. Douglas Ave., requires a minimum of effort to adjust to any position. 
to 3313 E. Elm, Wichita 6, Kans. . : : . 
Leibel, Sol, from 1007.08 Central Tower Bldz., All types of patients are easily and quickly adjusted to a 
501-03 Central Tower Bldg., Youngstown convenient examining position. Motor-driven bydrau- TABLE 
3, Ohi : : : 
rave mle Se tee eee Be. lically operated base operates silently, rapidly, smoothly. 
to 2 Pleasant Lane, Levittown, Pa. A touch of the toe on the operating lever is all that is 
Loser, M. Lee, from Philadelphia, Pa., to . ae a , ne ? 
4402 Lancaster St., Harrisburg, Pa. required for low position of 261/2"—high position MODEL ''B 
Lynch, Russell J., from 2505 N. Robinson 441A". Equipped with adj ; s 
St., to 1100 N. W. 36th St., Oklahoma City be ee - justable headrest, perineal cut 
6, Okla. out, stainless steel irrigation pan, adjustable knee rest, TYPE 2 
Maglieri, Robert E., from Browns Mills, A 4 , . : 
i tt 966 Sein . Pee, Po. stirrups, and hand wheel operated tilt mechanism. Ask 
Mahaffey, Gene F., from Denver, Colo., to your Ritter dealer for a demonstration now. 
Seymour, Mo. 
Marshak, Sidney, from New York, N. Y., to 
Flint General Hospital, 765 E. Hamilton 
Ave., Flint 5, Mich. iene 
Martin, Charles G., from Wildwood, Fla., to pyanctd te 
Osteopathic Hospital of Maine, 335 Brighton for & 10 R 
Ave., Portland 4, Maine oot 
Martindale, Richard E., from 1379 Narra COmPanT tucOoeroRatis 
gansett Bivd., to 1152 Narragansett Blvd., SITTER PARK, BOCHESTER 3, HY 
Edgewood, Providence 5, I. 
Maupai, F. P., from 2421 Lake Pancoast 
Drive, to 544 W. 49th St., Miami, Beach 
39, Fla. 
McGrath, Thomas T., from 926 E. 11th St., 
to 1001-04 Scarritt Ave., Kansas City 1, “ ’ 
Mo. Miller, Jack M., from 12523 Third Ave., to 614 W. Thomas Ave., Box 23, Shenandoah, 
iin Cees C Geo we ee Sie 1620 Ferdinand Ave., Detroit 9, Mich. lowa 
Mile Road, to 14320 Curtis, Detroit 35, Monson, Veldon A., from Des Moines, Iowa, Moser, Robert B., from Columbus, Ohio, to 
Mich. to Hammond, Wis. 171 S. Paint St., Chillicothe, Ohio 
Meyer, Sherman W., from 4004 N. Seventh Morris, Ralph O., from Los Angeles, Calif., Murakami, Clifford Y., from 1134 S. Kenmore 
St., to 39 W. McDowell Road, Phoenix 22, to 15709 Hawthorne Blvd., Lawndale, Calif. Ave., to 654 W. 110th St., Los Angeles 44 
Ariz. Morrison, Martha B., from Pierson Bldg., to Calif. 


For quantity irrigations 


- + - soothing, aseptic IR 
RI GO The Alkalol Company 
WRite fo Taunton 23, 
“ Mass. 
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Murphy, John E., Jr., from 5716 Wilmington 
Road, to 5624 Wilmington Road, Dayton 9, 
Ohio 

Mutschler, O. C., from St. Petersburg, Fla., 


prescribe the maternity garment he Lake Howard Drive, Winter Haven, 


Myers, Charlotte S., from North Hollywood, 
Calif., to 16917 Ventura Blvd., Encino, 
C alif. 

* — Seymour L., from North Hollywood, 
you prefer from the complete Cali, to 16917 Ventura Blvd., Encino, 
Nef Francis M., from 1132 Atlantic Ave., t 

110 Pine Ave., Long Beach 2, Calif. 
Neufeld, Newton D., from Box 244, to Mans- 
field Clinic & Hospital, Mansfield, Mo. 
Niehouse, George K., from 218 Empire Bldg., 
to 603 Washington St., Denver 3, Colo. 
Nicholl, William S., from Philadelphia, Pa., 
to 318 Battersea Road, Ocean City, N. J. 
Osattin, Morris R., from Philadelphia, Pa., to 
4215 Ferne Blvd., Drexel Hill, Pa. 
Panakos, Paul William, from 1926 N. Gettys 
burg Ave., to 2248 N. Gettysburg Ave., 
Dayton 6, Ohio 
Pelser, W alter M., from Philadelphia, Pa., t 
76 Main St., Wickford, 
Powers, E. Duane, from Kansas City, Mo., t 
N. Main St., Culver, Ind. 


Quinlivan, William F., from 328 Salem Ave., 
to 606 Harries Bldg., Dayton 2, Ohio 

Rader, Daniel L., from 1141 N. Hampton 
Road, to 107 Walnut Hill Village, Dallas 9, 


L., from Turley, Okla., to 124 E. 
Tulsa 6, Okla. 

nae Kenneth M., from Box 694, to Box 
187, Aztec, N. Mex. 

Schiff, Martin, from Los Angeles, Calif., to 
1741 Ocean Park Blvd., Santa Monica, 
Calif. 

Schilling, Melvin J., from Glendale, Calif., to 
2457 Mary, Montrose, Calif. 

Schultz, Kenneth E., from 10302 Grand River 
Ave., to 10545 W. Outer Drive, Detroit 
23, Mich. 

Schwartz, Harold, from Downey, Calif., to 
6315 Eastern Ave., Bell Gardens, Calif. 

Seagal, Harry, from 925 S. Sycamore Ave., 
to, 3415 S. La Brea Ave., Los Angeles 16, 

Calif. 
al Louis H., from Larned, Kans., to 
Alcester, S. Dak. 
Siehl, Richard F., from Dayton, Ohio, to 
Ideal for pregnancies A new lightweight sup- A new development in _ Route 5, 411 S. Franklin St., Eaton, Ohio 
h ‘ 2 : Sites, Carl O., Jr., from Kirksville, Mo., to 
w ere maximum sup- port for the young maternity girdles. For 305 E. Main St., Hillsboro, Ohio 
port is desired. mother accustomed to the obstetricians who Sloan, Ralph, from Burbank, Calif., to 8278 
: : Glenoaks Blvd., Sun Valley, Calif. 

cee on only light- — full natural free- Smith, Agno W., from 3703 First Ave., 

weight garments. om with minimum to 4701 College Ave., San Diego 15, Calif. 

support and nothing Smith, Lillie Mae, from 704 Josephine Ave., 
over the abdomen. _to 938 Chase St., Corcoran, Calif. 

- Spalter, Louis, from 647 W. Warren Ave., to 
15827 W. Warren Ave., Detroit 28, Mich. 

‘ P “ Statler, William R., from Peoria, Ariz., to 

Also available (not illustrated) are the Camp closed back side adjusting 325 S. Main, Box 405, Gilbert, Ariz. 

garments designed for the young woman of thin-to-intermediate type Still, Harry Stanley, from Tulsa, Okla., to 

of build. Detachable crotch piece and shoulder straps are available a ey ee ae 

when desired on most of the closed back models. Stoll, Leonard, from 5255 S. Compton Ave., 
to 545 N. Crescent Heights Blvd., Los 
Angeles 48, Calif. 

Stute, W illiam D., from 2 Webb Bldg., to 637 


° E. Eim., Coalinga, Calif. 
Taylor, Afton C., from 1100 N. Mission Road, 
to 1330 W. Sixth St., Los Angeles 17, Calif. 


Thibault, Elaine Logan, from Alhambra, 
Calif., to 9830 “B” San Gabriel Ave., 
South Gate, Calif. 
Thorpe, Hee G., from 1 Hanson Place, to 
’ : : 474 Stratford Road, Brooklyn 18, N. Y. 
You'll find the right garment to fit the patient’s need Todhunter, Melvin E:, from Oil City, Pa., to 
Seneca, Pa. 
b : Tohill, G. E., from 2209 W. Balboa Drive, to 
in the complete Camp Prenatal line. New garments 502’ Via Malaga, Newport Beach, Calif. 
- Tompkins, Bruce C., from Saginaw, Mich., to 
are added, current models are constantly improved 1550 Sherbrook Ave., South Euclid 21, Ohio 
. Van Dyke, A. B., from 1941 E. McDowell 
to keep abreast of medical practice. They are Read, to 31 MN. 2th &., Phoenix 43, 


Ariz. 








° ° . P Van Etten, Peter G., from 6121 Magnolia, 
immediately available at your local authorized Camp to 4121 Walnut St., Riverside, Calif. 
| Volse, Louis A., from 954 S. LaBrea Ave., to 
dealers ... ata pri within th : 5553 W. Pico Blvd., Los Angeles 19, Calif. 
P ce c me reach of yous patients. Wackerle, Harold B., from Lincoln, Mo., to 
Cole Camp, Mo. 
Waine, Burton H., from 2 Manor St., to 558 
Old Country Road, Plainview, N. Y. 
| Waltzer, Martin, from 4050 Market St., to 
< 8012 Thouron Ave., Philadelphia 19, Pa. 
$ H. CAMP and COMPANY, JACKSON, MICHIGAN Wehmeyer, Walter H., from Kirksville, Mo., 
x Sas to Chaffee, Mo. 
World’s Largest Manufacturers of Scientific Supports Weiner, Ira N., from Portland, Maine, to 198 
Westminster Road, Brooklyn 18 , # 
Weisberger, Harry W., from 5435 Woodward 
OFFICES AT: 200 Madison Ave., New York; Merchandise Mart, Chicago one. to 3221 Collingwood Ave., Detroit 6, 
i 


: . z.. & lo 
FACTORIES: Windsor, Ontario; London, England White, Robert Seto Min i, to 8 


Whitright, W. F., from ‘Charleston, W. Va., 
to 136 Main St., Hyannis, Mass. 
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Wildman, W. W., from Hatch, N. Mex., to 
Box 586, Hagerman, N. Mex. 

Williams, John R., from 20445 Joy Road, to 
19331 Joy Road, Detroit 28, Mich. 

Williams, W. Ben., from Columbus, Ga., to 
Hinesville, Ga. 

Wirt, Robert D., from Houghton Lake, Mich., 
to 1421 Houghton Lake Drive, Prudenville, 
Mich. 

Worster, Merton C., from 32 Auburn Ave., 
to 1012 W. Huron St., Pontiac 14, Mich. 

Wyckoff, Charles S., from Jackson, Miss., to 
614-15 Hibernia Bank Bldg., New Orleans 
12, La. 

Young, Robert P., from Des Moines, Iowa, to 
1176 Calvert St., Detroit 2, Mich. 

Zink, J. Gordon, from 160 Center St., to 130 
N. Center St., Canton, Pa. 


Books Received 


CLINICAL ORTHOPAEDICS. Number 
One. Anthony F. DePalma, Editor-in-Chief. 
Cloth. Pp. 242, with illustrations. Price $5.00. 
J. B. Lippincott Company, East Washington 
Sq., Philadelphia 5, 1953. 


THE PHYSICIAN IN ATOMIC DE- 
FENSE. Atomic Principles, Biologic Reac- 
tion and Organization for Medical Defense. 
By Thad P. Sears, M.D., F.A.C.P., Associate 
Clinical Professor of Medicine, University of 
Colorado School of Medicine; Chief of Medi- 
cal Service, Veterans Administration Hospital, 
Denver; Member of Advisory Staff to Director 
of Civil Defense, State of Colorado; Member of 
Disaster Commission, Colorado State Medical 
Society; Colonel (M.C.), U.S.A.R Cloth. 
Pp. 308, with illustrations. Price $6.00. The 
Year Book Publishers, Inc., 200 East Illinois 
St., Chicago, 1953. 


SURGICAL FORUM. Proceedings of The 
Forum Sessions Thirty-Eighth Clinical Con- 
gress of The American College of Surgeons, 
New York City, September, 1952. Cloth. 
Pp. 716, with illustrations, charts and figures. 
Price $10.00. W. B. Saunders Company, West 
Washington Sq., Philadelphia, 1953. 


TEXTBOOK OF HISTOLOGY. By Jose 
F. Nonidez, D.Sec., Late Professor of 
Anatomy, Cornell University and Professor 
of Microscopic Anatomy, University of Geor- 
gia; and William F. Windle, Ph.D., Sc.D., 
Scientific Director, Baxter Laboratories, Inc., 
Formerly Professor of Anatomy, University of 
Pennsylvania and Professor of Microscopic 
Anatomy and Professor of Neurology, North- 
western University. Ed. 2. Cloth. Pp. 528, 
with illustrations. Price $9.50. McGraw Hill 
Book Company, Inc., 330 West 42nd St., New 
York 36, 1953. 


CONDUCTION ANESTHESIA. By 
George P. Pitkin, M.D., F.A.C.S., F.1L.C.A. 
Ed. 2. Cloth. Pp. 1005, with illustrations. 
Price $22.50. J. B. Lippincott Company, East 
Washington Sq., Philadelphia 5, 1953. 


THE GOLD-HEADED CANE. By Wil- 
liam MacMichael, M.D. Cloth. Pp. 186, with 
illustrations. Price $6.50. Charles C Thomas, 
Publisher, 301-327 East Lawrence Ave., 
Springfield, Ill., 1953. 


THERAPEUTICS IN INTERNAL MEDI- 
CINE. Edited by Franklin A. Kyser, M.D., 
F.A.C.P., Assistant Professor of Medicine, 
Northwestern University Medical School, Chi- 
cago; Attending Physician, Evanston Hospital, 
Evanston, Illinois. Ed. 2., Revised. Cloth. 
Pp. 830, with Charts and Figures. Price 
$15.00. Paul B. Hoeber, Inc., 49 E, 33rd 
St., New York, 1953. 


HISTOLOGY. By Arthur Worth Ham, 
M.B., F.R.S.C., Professor of Anatomy, in 
Charge of Histology, in the Faculties of 
Medicine and Dentistry, University of To- 
ronto, Canada. Ed. 2. Cloth. Pp. 866, with 
illustrations. Price $10.00. J. B. Lippincott 
Company, East Washington Sq., Philadelphia 
5, 1953. 








ODERN Office decor calls for equally handsome equipment. The 

new TYCOS* Desk Aneroid combines traditional TyYCOs accuracy 
with real elegance. Its beautiful case is solid walnut, hand rubbed to a 
velvet finish, with satin finished brass trim. The 3%” ivory tinted dial is 
easy to read, and notice the easel . . . you can adjust it to any angle. 


Best of all, of course, it gives you accurate, dependable readings. The long 
pointer gives you a magnified pulse wave and maximum sensitivity. You 
can be sure it’s accurate as long as the pointer returns within zero—an 
easy visual check. Our 10-year warranty assures you that it will remain 
accurate unless misused. If thrown out of adjustment during the 10-year 
warranty period, we'll re-adjust the manometer only free, exclusive of 
replaced broken parts. 


Exclusive hook cuff fits any size adult arm, goes on and off quickly and 
easily. Stainless steel ribs prevent ballooning. 


You can see this handsome new TYCOs Aneroid at your surgical supply 
dealer. Why not order one for your desk and keep your pocket Aneroid 
in your bag for outside calls. 


Price only $49.50. 


Taylor Instrument Companies, Rochester, N. Y., and Toronto, Canada. 


TAYLOR INSTRUMENTS 
MEAN ACCURACY FIRST 
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Walnut finish. 


212 E. Ohio St. 





Well constructed, strong. 
Will nc: tip or shake. 

Easy to open and close. 
Length 69”. Width 22”. 
Height 2714”. Weight 32 lbs. 


Simulated leather covering. 
Heavy standard padding. 
(Shipping weight 35 to 37 Ibs.) 


Price $40.00 


(Paratex and felt) 2” Paratex padding, $10.00 additional. 


Unconditional guarantee on workmanship and materials. All items shipped 
f.o.b. from Factory in Kirksville, Mo. Cash must accompany orders. 


American Osteopathic Association 


AND 
OFFICE 


Chicago 11, Illinois 











TUBERCULOSIS—THE OUTLOOK FOR 
CONTROL* 


For many years marked progress has 
been made in the battle against tubercu- 
losis, and now the fight is being directed 
toward eliminating the disease as a major 
health problem at the earliest possible 
date. In order that effective measures 
be taken to achieve this objective, the 
residual problem requires evaluation. 


Last year, for the first time, the tuber- 
culosis death rate in our country fell 
below 20 per 100,000. The rate for the 
year is estimated at 19.2 on the basis of 


_ “Based upon chapter 7 of the recently pub- 
lished volume, A 40-Year Campaign Against 
Tuberculosis—The Contribution of the Metro- 
potion Life Insurance Company, by Dr. Louis 
. Dublin, Second Vice-President and Statisti- 
cian of the Company. Reprinted from Statist:- 
cal Bulletin, Metropolitan Life Insurance Co., 


November, 1952. 


a 10-percent sample of the death cer- 
tificates. The downward trend is con- 
tinuing, and the death rate from the 
disease will probably drop to a new 
low of about 18 per 100,000 this year— 
an achievement of primary magnitude. 
Among the Industrial policyholders of 
the Metropolitan Life Insurance Com- 
pany the rate for the first 10 months 
of 1952 was 14.2 per 100,000, or 20 
percen: lower than in the same period 
of 1951. 

The current death rate from tuber- 
culosis in the United States represents 
a drop of nearly 90 percent in the past 
40 years; particularly encouraging is the 
recent acceleration in the decline. In 
1933, the first year country-wide mor- 
tality data became available, there were 
about 75,000 deaths from the disease 
in the United States. This year, in a 
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population more than one fourth larger, 
the death toll will probably be only 
about one third the 1933 figure. 

The facts regarding the trend of tuber- 
culosis morbidity are more difficult t 
evaluate. In many communities where an 
effort has been made to keep a fairly 
complete register of cases, there has been 
little evidence of a decline in the numbe1 
of known cases. Yet there is indication 
of a reduction in tuberculosis morbidity 
from investigations of the frequency of 
infection as disclosed by tuberculin test- 
ing. These studies show considerably 
fewer positive reactors than in earlier 
years, especially among children and 
young adults. Evidence of a decline in 
the prevalence of tuberculosis is als¢ 
furnished by medical examinations for 
employment and for military service. 

Why the decline in the number of 
known cases may not be as large as that 
of deaths is understandable. X-ray ex- 
aminations in hospitals, industry, and 
mass surveys have led to the discovery 
of more cases with minimal disease. In 
addition, existing cases are kept alive 
longer by the increase in the facilities 
for treatment, the employment of effec- 
tive surgical techniques in advanced dis- 
ease, and the use of antibiotics and other 
drugs. All of the forces, acting jointly, 
have helped to maintain the total number 
of persons living with the disease, al- 
though the number of new cases is 
decreasing. 

According to the latest estimate of the 
National Tuberculosis Association and 
the Public Health Service, there are now 
1,200,000 cases of tuberculosis in the 
United States, 400,000 of them active. Of 
the active cases, 150,000 are unknown or 
unreported. Altogether there are about 
250,000 persons with active tuberculosis 
outside of hospitals, most of whom ar 
potential spreaders of the disease. In 
addition, each year approximately 115,000 
new cases occur which require medical 
treatment and supervision; that is about 
1 per 100,000 of our adult population 

An important consideration in the cur- 
rent tuberculosis problem is the uneven 
distribution of the disease geographically 
It should be noted, however, that the 
morbidity data, based upon new cases 
reported, are not a reliable index of the 
incidence of the disease, because they 
are affected by local variations in the 
intensity of case-finding efforts and in 
practices of reporting cases. Neverthe- 
less, it is clear that many States enjoy 
very low rates of mortality and mor- 
bidity. Several Midwestern States have 
already achieved a condition which is 
not far from the final stage of the 
campaign to control the disease. In con- 
trast, we have the unsatisfactory situa- 
tion in the Southwest. 

The geographic variations of the dis- 
ease reflect, in part, differences in the 
distribution of the various racial groups 
among whom the tuberculosis rate is 
high. In 1949 the death rate from the 
disease in the United States was 86.7 
per 100,000 among colored males and 
58.8 among colored females, compared 
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with 28.6 and 13.2 for white males and 
females, respectively. The geographic 
and racial variations result in part from 
differences in economic status and con- 
sequently in standards of living. There 
is likewise good evidence that the disease 
remains an important cause of disability 
and death in certain occupational groups, 
such as quarrymen, miners, grinders, and 
others exposed to silica dust. 

Tuberculosis is still a serious medical 
and public health problem. The goal of 
eradicating the disease can be achieved 
if its fundamental characteristics are 
clearly understood and if proper pre- 
ventive and therapeutic measures based 
on this understanding are used vigor- 
ously and persistently. From the clinical 
standpoint, the chief characteristics of 
pulmonary tuberculosis having broad 
public health implications are that it is 
usually asymptomatic at onset; it is 
a chronic requiring prolonged 
medical treatment and supervision; it is 
contagious, being spread by active cases, 
many of whom appear to be perfectly 
well; and it is preventable by minimizing 
contact with active cases and by in- 
structing unhospitalized patients in hy- 
gienic practices. Accordingly, effective 
control of tuberculosis requires a system- 
atic and well integrated medical program, 
encompassing early detection and prompt 
and adequate treatment of the tubercu- 
lous, followed by rehabilitation and con- 
tinuous medical supervision, research in 
all phases of the disease, and a program 
of professional and public education re- 
garding the disease—its mode of spread, 
its prevention, and the essentials of suc- 
cessful treatment. 


disease, 


There is still need for expansion of 
facilities and personnel to diagnose and 
treat tuberculosis. For early detection, 
routine X-ray examination of the popu- 
lation on a mass scale must be a con- 
tinuing process, especially in population 
groups where the prevalence of tubercu- 
losis is still high. Not only are facilities 
for treatment of active cases inadequate 
in many areas, but the strain on them 
is greater than ever before because the 
period of hospitalization has definitely 
lengthened. In some measure, this re- 
flects the adoption of new methods of 
treatment which have cut the death rate 
among hospitalized patients. In part, too, 
it may represent greater success in keep- 
ing patients hospitalized until the disease 
is under control. It has been the experi- 
ence of most sanatoria that many patients 
leave against medical advice because of 
concern for their families. This prob- 
lem can be solved by more suitable pro- 
vision for the economic and social needs 
of such dependents. 

Notwithstanding the reductions in tu- 
berculosis mortality and morbidity, there 
is a sizable task ahead before the disease 
may be considered completely under con- 
trol in this country. The task will not 
be easy or completed quickly, but with 
good understanding of the nature of the 
problem and with application of this 
knowledge, there can be no doubt of 
the ultimate success of the campaign. 


Contains one gross of one size Blades on 4 Racks 


PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS 


RACKS with any size Blades fit the RACK-PACK Stand 


A package is known by the COMPANY it keeps... 
This B-P RACK-PACK 
of RIB-BACK SURGICAL BLADES 


is convincing proof! Just as you can depend upon RIB-BACK Blades to give you 
maximum cutting efficiency—you can rely on the RACK-PACK package to really 
save TIME and LABOR for your O.R. Personnel. 


NO wrapping of individual packages 
NO removing of individual blades 


NO handling or racking of individual blades 


The RACK-PACK fully protects the perfect cutting edges from damage in shipping, 


storing and pre-operative handling. V.P.1. rust inhibiting liner prevents corrosion. 
Blades already on RACK . . . ready for sterilization “in a matter of seconds.” AND ? 


—it costs the same as conventionally packaged Blades. 


Ask your dealer to show you a B-P RACK-PACK today. 


BARD-PARKER COMPANY. 


SEASONAL VARIATION OF 
MORTALITY DIMINISHING* 


During the past century the season of 
maximum mortality has gradually shifted 
from summer to winter. At the same 
time the magnitude of the monthly fluc- 
tuations has significantly lessened as the 
infections and other environmental dis- 
eases, which are generally seasonal in 
nature, have been brought under control. 
Inasmuch as infants and young children 
have benefited most from the advances 
in public health, it is not surprising that 
their seasonal mortality curve has shown 
the greatest tendency to approach a 
horizontal line. But the risk of death 
has also become more uniform through- 
out the year at the later periods of life. 

In the 19th century the death rate, 
particularly in densely populated areas, 


*Reprinted from Statistical Bulletin, Metro 
politan Life Insurance Co., February, 1953. 


INC. 


Danbury, Connecticut 


was highest during the summer months 
because of major outbreaks of diarrhea 
and other intestinal diseases. However, 
with improvement in milk and water sup- 
plies, garbage disposal, and sanitary con- 
ditions in general, the summer crest 
gradually receded. Even after the turn 
of the century, infants and young chil- 
dren still succumbed in largest numbers 
during this season. For example, in 
1907-1911 the death toll in New York 
State among children under 5 years of 
age was fully two fifths higher in August 
than the average for the year as a whole 
Currently, by contrast, the summer 
months are the safest of the entire year, 
Moreover, the monthly fluctuations in 
mortality among young children have 
been all but eliminated; in no month now 
does their chance of death vary by as 
much as 8 percent from the annual 
average. 
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WHEN EMPHASIS 
IS ON 


AddDMaeawelD 
-- e- RECOMMEND 


Confidence of patients, is a highly valued ingredi- 
ent... established only by a close relationship 
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Assure this by using the tested Koromex plan.* 


Journal A.O.A, 
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A CHOICE OF PHYSICIANS 


ACTIVE NGREDIENTS: BORIC 
o> @ £2880, Fok), ln - 1a. Peer Se wae) 
PHENYLMERCURIC ACETATE 0.02% 


SUITABLE JELLY OR CREAM BASES 


*® We'll be happy to send literature on request 


HOLLAND-RANTOS COMPANY, INC. + 145 HUDSON STREET, NEW YORK 13,N. Y. « MERLE L. YOUNGS, PRESIDENT 











Childhood 
Constipation 
often Responds 


Abdominal discomfort in infancy and early child- 
hood may be relieved without harsh laxatives. 
Young's rectal dilator helps restore normal function 
relieving lethargy, nervousness and insomnia caused 
by constipation. 


3 flexible rubber sizes for 


infants 
4 graduated bakelite sizes 
or children 


WRITE FOR DISPENSING 
PRICES AND FREE FOLDER ON 
TREATING PEDIATRIC CON- 
STIPATION. 


F. E. Young & Company 


420 E. 75th St. Chicago 19, Ill. 


= 
YOUNG'S DILATORS 








M<*Dowell 


OSCILLATOR 


: profs 
a sr pro 


A profitable investment 
in increased practice 


A strictly professional adjunct that’s 
invaluable for ipulative work on 
any part of the body, the attractive 
McDowell Oscillator is a profitable ad- 
dition to any office. A special fulcrum 
for zone therapy is used for compression 
massage to locate and treat nerve re- 
flexes in the feet. A special attach- 
ment permits traction treatment of 
bunions under vibration without pain to 

tients. WRITE FOR COMPLETE 

ETAILS. 

Manufactured and sold b 


McDOWELL MANUFACTURING CO. 
PITTSBURGH 9, PENNSYLVANIA 
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For good reason FELSOL has steadily maintained a 
A a —— despite the current demand for | f \ to MEDICAL 
why. oo Recent studies* emphasize why there is more pharma- F FABRICS 
SS 








ceutical sense than meets the eye in powder form 
medication. The principle demonstrated is simply this: 
in any given medicine, the smaller the particle size, the MANUFACTURERS OF 
greater the rate of absorption b of increcsed | 
de surface area Having a larger surface area, medicinal E-L-A-S-T-I-C 
. dients i ‘ . - 
pow er ingredients in powder form display higher solution rates BANDAGES and DRESSINGS 


and more effective activity. 





for m=:: Since prompt action is of the essence in symptomatic P ® P last® 
' : treatment of ASTHMA, HAY FEVER, and other bronchial reese ressop 


allergic disease states, FELSOL in finely ground powder ALL Cotoace © = ADHESIVE BANOAGE 


ee, aS form insures quick and complete absorption. 


Gratifying relief from distressing respiratory and 
related symptoms thus comes swiftly and surely 


3”, ig ies 
Seicieiniiiin american “felae’ company - Pressoplast® 


ladly sent nm request. 
eed gecesi Presso®-L E-L-A-8-T-1-¢ 
* J V SWINTOSKY er at. JO AMER LORAIN, OHIO ccna: imamate, AbuEsive 
& 


PHARM ASSOC 38, 6:308-13 JUNE 1949 ELASTIC BANDAG FINGER, DRESSINGS 
REINFORCED with rubber (Oil Resistant) 
thread to insure continued cTicK TAPE 
of elasticity and WOUND PATCHES 
pressure. 4-WING DRESSINGS 
FEATHER EDGE prevents TEST PATCHES 
slipping. ery in: 





TURAL — 
FEATHER EDGE 
Available in Individual 
and Hospital Packages. 





NATURAL FLESH 
COLOR. | Sizes: mb 2tos: ° 
(Serewchea), = 2”, 2". Presso®-Lastic 


YOU CAN SAVE UNA-@EL Ocanenee 


une 1, 1953 was the beginning of a new fiscal year | 
: , Medical Fabrics Ca. Inc. 


for the Association. PATERSON |, NEW JERSEY 








YOU CAN SAVE your Association considerable 
expense — postage, printing, paper, envelopes and 


clerical time — | UROLOGY 
BY PAYING YOUR DUES E ARLY! Special attention Prostate 


conditions, including Trans- 





Urethral resection. 











GASTRO-INTESTINAL 


t Jhe NWenstrual hears of L/ e- Special attention to resistant 


HE frequency with which the menstrual life of so many women 2 oh ¥ s,s 

is mauitr tention aberrations that pass the borderline ft ‘ eS colon and rectal conditions. 
of physiologic limits, emphasizes the importance of an effective : 
uterine tonic and regulator in the practicing physician's arma- 
mentarium. 

In ERGOAPIOL (Smith) with SAVIN the action of all the alka- 
loids of ergot (prepared by hydro-alcoholic extraction) is syner- 
gistically enhanced by the presence of apiol and oil of savin. Its 
sustained tonic action on the uterus provides welcome relief by 
helping to induce local hyperemia, stimulating smooth, rhythmic 
uterine contractions and serving as a potent hemostatic agent to 
control excessive bleeding. 

May we send you a copy of the booklet “Menstrual Disorders”, 
available with our compliments to physicians on request. 


MARTIN H. SMITH COMPANY 


150 LAFAYETTE STREET, NEW YORK 13, WN. Y. 








(Established 1933) 


(Osteopathic) 


ERGOAPIOL™%» SAVIN a... 


- THE PREFERRED UTERINE TONIC - 
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BETTER CONTROL with LESS CONTROL 


aT el ia In A self-acidifying methenamine winery antiseptic permitting high dosage 
kent ie CHRONIC 


without toxicity. Quickly th Bacteriostatic 
ioe URINARY against E. Coli, S. Albus, S, Aureus. Requires no periodic blood tests, 
INFECTIONS 





etc. May be prescribed alone or with suitable antisp dics and sed- 
atives as individually required—tr. bellad . tr. hyoscyamus, pheno- 
barbital, etc. Especially useful for older patients. Send for samples. 

















217 N. Wolcott Ave. 


COBBE PHAR. DIV.—BORCHERDT MALT EXTRACT CO. 
Chicago 12, Illinois 

















Start Your 


Record Book for Physicians 


A complete financial record book for osteo- 
pathic physicians—designed for your profes- 
sion. Recommended by leading osteopathic 
journals and tax authorities . . . the favorite 
of physicians for over 26 years. 


Special Introductory Offer! 


As a special “get acquainted” offer to doctors just be- 
ginning practice, the DAILY LOG for 1953 is offered 
at a reduced rate. Here is your opportunity to use this 
efficient system for the remainder of the year at con- 
siderable savings. Money back guarantee. 


WRITE for full information and FREE Record Supplies 
Catalog. 


COLWELL PUBLISHING COMPANY 


265 University Ave., Champaign, Illinois 











FUNGICIDE 
GERMICIDE ANTIPRURITIC 


DERMYCIN 


Laboratory and clinical investigations have 
proved Dermycin effective against a variety of 
skin-infecting bacteria and fungi. 
Indications for its use include: 
TINEA INFECTIONS 
(“athlete’s foot,” tinea capitis, Dhobie itch, etc.) 
PRURITUS ANI 
(of fungus origin) 
ACNE VULGARIS 
IMPETIGO 
DERMATITIS VENENATA 
(as ivy, oak poisoning) 
MINOR SURGERY 
Dermycin is so useful, so versatile, it appeals to 
specialist and general practitioner alike. 


In all cases the area must be washed with mild white soap 
and water. Dry and apply ey at least twice a day, or 
as a wet dressing where indicated 


Supplied in 1, 2, 8 and 16 fi. oz. bottles. 
(Dermycin is not advertised to the laity.) 
Write for professional sample. 





CHAL-YON CORPORATION 
63 PINE STReel NEW YORK 5, N. Y. 











RESULTS COUNT !...in Superficial Fungous 
Infections especially DERMATOMYCOSIS PEDIS 


cow’ yo” 


‘i! t 
ee gO oe 
ps ant 


pant 














enh 


7 
wa 


(Athlete's Foot) 


“= JBSENEX 


Ointment and powder of ZINCUNDECATE 
Solution of UNDECYLENIC ACID 


Cures average case in one to three weeks 


Vi; T Pharmaceutical Division 
i WALLACE & TIERNAN PRODUCTS, INC., Belleville 9, N. J., U.S.A. 
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TUNA 


... a valuable 
adjunct to many 
“soft” diets 


| Although originally packed 


| for infant feeding, Strained 
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Tuna Baby Food has been 
found valuable in diets of 
many older people. A high- 
protein food, it is easily 


digested and requires mini- 


| mal mastication. 








AVERAGE 
COMPOSITION 


Total Solids 21.8 g 
Protein 20.8 g 
Fat 0.6g 
Phosphorus 180 mg 
lodine 10 meg 
Fluorine 1.5 mg 
Choline 40 mg 
Riboflavin 80 meg 
Niacin 12 mg 
Animal Protein 
Factor (B,.) 8 meg 


per 100 grams 


(94 calories per 100 
grams, or 26.6 
calories per ounce) 








ESSENTIAL 
AMINO ACIDS 
(Values given as 

percent of protein) 
Arginine 
Histidine 
Isoleucine 
Leucine 

Lysine 
Methionine 
Phenylalanine 
Threonine 
Tryptophan 
Valine 





Terminal Island, California 


Please send samples and complete 
information on Strained Tuna Baby Food. 


Name 




















for caloric boost 
without gastric burden 
...when weight gain 
is the objective 
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TRADEMARK 


[ ORAL FAT EMULSION SCHENLEY ] 


Just 2 tablespoonfuls of EDIOL* 
oral fat emulsion q.i.d. add 600 
extra calories to the daily diet 
without increasing bulk intake or 
blunting the appetite for essen- 
tial foods. This EDIOL regimen 
is the caloric equivalent of: 

6 servings of macaroni 

and cheese, or 

1 dozen Parker House rolls, or 

12 pats of butter, or 

8 boiled eggs, or 

6 baked potatoes, or 

9" slices of bread 


EDIOL is an exceptionally palat- 
able,creamy emulsion of coconut 
oil (50%) and sucrose (12%2% ). 
The unusually fine particle size 
of EDIOL (average, | micron) fa- 
vors ease of digestion and rapid 
assimilation. For children, or 
when fat tolerance is a problem, 
small initial dosage may be 
prescribed, then increased to 
the level of individual tolerance. 


Available through all pharma- 
cies, in bottles of 16 fl.oz. 


SCHENLEY LABORATORIES, INC. 
LAWRENCEBURG, INDIANA 


©Schenley Laboratories, tnc. *Trademark of Schenley Laboratories, Inc. 








“'But doctor, 


I have to cook for my family’’, 


complains the obese patient who is having a difficult time 
with her reducing diet. 
AMPLUS reinforces her will power with dextro-Amphetamine 


Sulfate and her diet with essential Vitamins and Minerals. 


EACH CAPSULE CONTAINS: TA 


DEXTRO-AMPHETAMINE SULFATE. . 5 mg. POTASSIUM 1.7 mg. 
CALCIUM 242mg. ZINC 0.4 mg. 
COBALT 0.1 mg. VITAMIN A 5000 U.S.P. Units 
COPPER 1 mg. VITAMIN D 400 U.S.P. Units 
IODINE 0.15 mg. THIAMINE HYDROCHLORIDE 2 mg. 
IRON... 3.33 mg. RIBOFLAVIN 2 mg. 
MANGANESE 0.33 mg. PYRIDOXINE HYDROCHLORIDE 0.5 mg. 
MOLYBDENUM 0.2 mg. NIACINAMIDE 20 mg. 
MAGNESIUM 2 mg. ASCORBIC ACID _. 37.5 mg. 
PHOSPHORUS 187 mg. CALCIUM PANTOTHENATE 3 mg. 


J. B. ROERIG AND COMPANY CHICAGO 11, ILLINOIS 








2, to relieve 


Pyribenzamine’ 


hydrochloride 
(tripelennamine hydrochloride Ciba) 


Once atop Pike’s Peak, your hay fever patient can enjoy freedom from pollens. 
But for patients who must remain in a high-pollen environment, you can insti- 
tute this effective therapy: one or two Pyribenzamine tablets, 3 or 4 times daily. 


Alone and as an adjunct to desensitization, Pyribenzamine has proved effective 
in relieving hay fever symptoms, as evidenced by thousands of published case 
reports. On the basis of this evidence, no other antihistamine combines greater 
clinical benefit with greater freedom from side effects. 


For your prescription needs, Pyribenzamine 50 mg. tablets are available in 
bottles of 100 and 1000 at all pharmacies. 


Ciba Ciba Pharmaceutical Products, Inc., Summit, N. J. 


2/1920 








